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ss=0 FUNDS UPON DEATH

Upon the death of & resident with a personal fund
deposited with the factlity, the facility must convey

- within 30 days the resident's funds, and a final

- accounting of those funds, to the individug| or
probate jurisdiction administering the resident's

" estate.

This REQUIREMENT is not met as evidenced
by:

: Byased on staff interview, facility docurnent review
and clinical recard review, it was determined that
the facility staff failed to convey resident funds
Upaon death for one of three closed record
reviews, Resident #25.

Resident #25 expired on 8/20/16 and the resident
fund has not heen dispersed at the time of the
survey, a total of 46 days.
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F 000 INITIAL COMM ENT Ashiand Nurgfng o
An unannouncad Medicare/Medicaid standard I‘;ihag‘f’faifon { Facmfy') is
Survey was conducted 10/4/15 through 10/6/16. 9 Wis plan of Correction for
* Com plaints were investigated during the survey. PU’IOO{SG'S of regulatory
Corrections are required for compliance with 42 Comp{'lance. The Facility s
' CFR Part 483 Federal Long Term Care Submitting this plan of
requirements. The Life Safety cade survey/report correction to comply with the
will follow. applicable faw, Tha
Submissjon of th
The €ensus in this 190 certified bed facility \ivas Correction doeg r?o'?’;i,rc]),% fsent
162 at thetime of the survey. The survey sample an admission o ta
* consisted of 26 current resident reviews agreement with Statement of
- (Residents #1 through #22 and #o9 through #32) ” et Wi respect to the
and six clpsed record reviews (Residents #23 alieged deficienciess.
through #28).
F 180 483.10(c)(6) CONVEYANCE OF PERSONAL F 1380

RECEIVED

NGV g 3 2018
VDHy

F160 12VAC5-3715160E
(1) Resident #25's refund has
been issyed.

(2) All residents have the
Potential to be affected by
deficient financial practices.
The facility wil| conduct a 1009
audit of all resident trust funds
to identify other residents who
have been discharged or
expired since the |ast annual
sdrvey. :
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“ The findings include:
Resident #25 wag admitted to the fagility on (3) The facility wi) () review
3/25/18 with diagnosas that included but wers not policies/procedures on resident
limited to: strial fibrillation, dementia, macular rights as it relates to refunding
degeneration, diabetes, anemia, gastritis angd money after discharge,
impulsive disorder. ED/designee will educate

Business office Mmanager on
the above policy (c) The
Business Office Manager or '

The most recent MDS (minimum data set)
- assessment, a Quarterly assessment, with an
assessment reference date of 7/1/18, coded the

\ , . ? /
resident as being severely impaired to make 'deSIQnef—:‘ will receive discharge :
cognitive daily decisions. The resident was =~ Information 5 x weekly for 1
coded as requiring extensive assistance of one or month and will refung any

. more staff members for all of her activities of daily money due within 30 days then
living. weekly x1 month.
Review of the clinical record revealed a nurse's (4) The Quality
notg dated 8/20/16 at 3:10 am. that documented ASSurance/Performance
Resident #25 hag expired, Improvement (QAPI) team will
On 10/5/16 at 3:22 P-m. a review of Resident c ond'uct periodic audlt.s fo
‘#25's fund account was conducted, The identify any Noncompliance,
"Resident Statement Landscape" docy mented on
10/3/16, the resident fund still had $42.57. Completion Date: 11-7-16

An intervisw was conducted with administrative
staff member (ASM) #3, the regional business
office manager, on 10/5/16 at 322 p.m. When
asked what the status of the account was, ASM
#3 stated, "It's frozen, there can be no
transactions made to jt.* When asked the
procedure for closing a resident fund account
upon the resident's death, ASM #3 stated, "We
have to close it within 30 days of the death. We
have to wait for the funeral bill to see jf the
monies go there or to the family.” ASM #3 was
asked when the money is to be sent to ejther the
family or funeral home. ASM #3 stated, "Withjn

il
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- 30 days.” When asked if it had been over 30 days
since Resident #25 expired, OSM #3 stated, "Yes,
but we don't have the funeral Dill."When asked
why this had not been processed, ASM #3 stated,
“I'm only filling in, the previous business office
manager's last day was 8/{9/18."
' The facility policy, "Resident Trust Fung"
- documented in par, “Upon the death or
" discharge of a resident with personal funds on
- deposit with the facility that are less than the
- Medicaid Resource Level for a Medicaid resident,
the Business Office must deliver all rem aining
monies to the appropriate person by processing a
refund within thirty (30) days (Federal Regulation
483.10)."
The administrator and ASM #4, the regional
director of nursing services, were made aware of
“the above concern on 10/5/16 at 519 p.m. ‘
No further information was pbtained prior to exii. F 167, 12VAC5-371-110A
F187 : 483.10(g){1) RIGHT TO SURVEY RESULTS - F 167 {1) Postings regarding the
s8=D READILY ACCESSIBLE location or availability of the
- most recent survey resuylts
A resident has the right to examine the results of have bee
the most recent survey of the facility conducted by - the facih't; placed throughout

Federal or State surveyors and any plan of
- correction in éffect with respact to the facility.

' The facility must make the results available for
examination and rnust post in a place readily

accessible to residents and must post a notice of
their availability.

This REQUIREMENT is not met as evidenced

FORMCMS-2557(02-89) Previous Versicns Obsoleta Event ID; UGB111 Facility ID: VAQQDS R&I%ﬂﬂc itn sheet Page 30i125
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by:

Based on observation, staff intervie
document review, it was determined that the
facility staff failed to post the location and
avallability of the current survey results,

W, and facility

Observations during the survey fajled to reveal
any pastings regarding the location or availability
of the most recent survey results,

The findings include:

- On 10/4/18 al 2:00 p.m. and 10/5/18 at 10:00
2.m., observation of the facility's 2015 Survey
results was conducted. The results were located
in a three ring binder on a table in the front lobby
of the facility. The front of the binder was labeled,
"(name of Facility) Survey Results " No further
notices of the location of the survey results were
posted anywhere else in the lobby:,

On 10/5/16 at11:00 a.m., a group meeting was

conducted with four residents. When asked if

they knew where the survey results were locateq,
- all four residents stated, "No.*

Observations of Unjts Wing# 1, Wing # 2 and

- Wing# 3 on 10/5/16 at approximately 3:00 p.m,
failed to evidence a notice regarding the location
of survey results.

On 10/6/16 at 8:30 a.m., an interview was
conducted with ASM {administrative staff
member) # 1, the administrator. ASM # 1 stated
the survey results were located in a binder ona

- table in the facility lobby, When asked if there
was information elsewhere In the facility indicating

A.BUILOING COMPLE TED
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495382 B. WING o
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(2) No reside

nts were affected
by this defi

cient prg ctice.

(3) _ED/designee will educate
residents and staff Concerning
the location of survey results.

(4) The Quality

Assu rance/Performance
Improvement (QAPD team will
conduct perjodic audits to
identify any noncompliance.

Completion Date: 11-.7.15
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the tocation of the sUrVey resulis ASM # 4 stated,
"No. There should be a sign on each unit.”

The facility's policy "Virginia Residents Rights
and Responsibilities” documentsd, "Examination . F 226
of your Records and Survey Results: B, To : ;
examine the results of the most recent survey of

the facility conducted by Federal or state dated the sworn State.mel?t_
 Surveyors and any plan’of correction i, effect with (ZJBE!SldenfS that reside in the
respect to the facility.” facility have the potentia) to be
_ affected by failure to perform
On 10/6M16 at11:20 a.m., ASM # 1, the empfoyee screem'ngsl The
administrator and ASM 2, the director pf facility wil conduct an aygit of
nursing, were made aware of the above findings. 100% of current employee

records to €nsure that g

Ng further information was Presented prior to exit, SWorn statements have been

F 228 483.13(¢) DEVELOP/IMPLMENT F 208 signed
S8=D ABUSE’NEGLEC], ETC POLICIES 3 ED/desIgnee will educate
The facility must develop and fmplement written _ HR Director and management
policies and procedures that pronibit team on the policy for '
mistreatment, neglact, and abuse of residents eMmployment screening prior to
and misappropriation of resident property, ; o hire. The Executive Director or
- designee wil| review all ney
hires during Orientation to

: ) ) _ _ ensure completion of sworn
ghis REQUIREMENT is not met as evidenced statements weekly for four
Bjased on staff interview and facitity docum ent ' ::gﬁ?hssand monthly for three
review, it was determ ined that the facility stafr : i
Yailed to implement abuse policies to ensure (4) The Quality
complste a thorough background check for one Assurance/Performance
of five employee records reviewed, CNA (certified ' Improvement (QAPI) team wil
nursing assistant) #20. conduct periodic audits to
The facility staff dig not have g completed, signed identify any noncompliance.
sworn staternent in CNA #20's employee record .
prior to the date of hire per the facility abuse Completion Date- 11-7-15
policy.
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The findings include:
CNA#20 was hired in the facility on 8/8/45. A
review of CNA #20's em ployee record dyri ngtha
Survey process revealed, in pari, that CNA #20's

: employee record did not contain a signed/date d
sworn statement prior to the date of hire.
On 10/6/16 at 12:58 p.m. OSM (other staff
member) #18 was asked to provide a copy of
CNA#20's sworn statement,
On 10/6M16 at approximately 1:15 p.m. OSM #18,
in the presence of ASM (administrative staff

“member) #1, the administrator, stated that he dig

"not have a signed/dated copy of the sworn
staterent for CNA#20. OSM #18 further stated
that he had a CGpy en which he had signed but
CNA#20 had notsigned / dated the form. OSM
#18 was asked to describe the process, OSA
#18 stated, “Prior to employment | obtain
references, a license verification, background
check (to include the sworn statemeni) and a
drug screen." When asked if he had foliowed this
process with CNA#20, OSM #1a stated he
thought he had but she (CNA#20) did not sign
the sworn statement.
A review of the facil ity policy "Resident Abyse"
revealed, in part, the following documentation:
“Screening: Persons applying for em ployment

- with a The (sic) Company facility will be Scresned
for a history of abuse, neglect, or Mistreating
residents to include: Refarences from previous or
Current employers (with applicant permission).
Criminal Background check. Abuse check with
appropriate licensing board and registries, prior to RECEAVE’D

hire. Sworn Disclosure Statement prior to hire.

Verffy license or registration prior o hire." v 03 1016
No further information was provided prior to the NG U @
end of the survey process. bt L
F241 483.15(a) DIGNITYAND RESPECT OF FZ41 "VE_)H;@
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PREFIX
TAG

S5=D INDIVIDUALITY

The facility must promote care for residents in 5
mannerand in an environment that maintains or
enhances each resident's dignity and respect in
Tull rscognition of his or her individuality,

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
interview and clinical record review, it was
determined that the facility staff faijed to promiote
care in @ manner to enhance dignity for two of 32
residentsin the survey sample, Residenis #15

1. The facility staff failed to provide incontinence

- care to Resident #151n 5 timely manner. CNA
(certified nursing assistant) #12 ststed she knew
the resident was soiled at approximately 10:00
a.m. The CNA did not return to provide
incontinence care untj 2:14 p.m. Resident #15
Stated being left soiled for extended periods of
time made her feal angry and sad.

2. Facility staff fajled to provide incontinence cars
in a timely manner for Resident# 13,

On 10/5/16 at 2:45 P-m. during an interview with
Resident #13 regarding her incontinence care
Resident #13 stated, "It makes me frustrated and
it's Unacceptable " .

The findings include:

1. The facility staff failed to provide incontinencs
care to Resident #15 in g timely manner. CNA

Evanl 10: UQBT11
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F 241

1. Incontinence Care was provided io
resident #13 ang #15 during the
SUTVey process, Residents #13 and
#15 are receiving incontinent care ina
timely manner.

2. Residents’ who reside in the facility
have the potential to be affected by
not receiving incontinent care,
Residents have been observed and
staffis responding to calls for
assistance and administering
incontinent care in a timely manner.

3. Staff education has been provided on
incontinence care and timely ca)| bell
fesponse. Audits to pe done 3x 5
week x1 month and then weekly x2
months on call be] response ang
providing care by the DCS/designee.

4. Director of Clinical Services /designee
will report resujts of findings of audits
to the Quality
Ass urance/Performance Improvement
(QAP)) mo nthly for review ang
recommendations

Completion Date; 11-7-16
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#12 stated she knew the resident was soiled at
approximately 10:00 a.m. The CNA did not return
to provide incontinence care until 2:14 p.m.

Resident #15 was admitted to the facility on
7/10/15. Resident #15's diagnoses included but
were nol limited to: a fractured veriebra, morbid
obesity and diabetes. Resident #15's most recen:
MDS {minimum data sel), a quarterly assessment
with an ARD (assessment reference date) of
8/24/16, coded the resjdent as scoring a 15 out of
a possible 15 on the brief interview for mental
status, indicating the resident was cognitively

~Intact. Section G coded Resident #15 as
Fequiring extensive assistance of one staff with
bed mobility, locomotion, dressing, toilet use,

- persanat hygiene and bathing. Section H
documented the resident was frequenty

- incontinent of bowel and bladder.

. Resident #15's comprehensive care plan with an
implementation date of 9/13/16 documented,

' "The resident has altered bowel
elimination...check resident Every approx
{approximate) g 2 hrs {every two hours) & PRN
{as needed)...Provide pericare after each
incontinent episode... The resident has aitered
bladder elimination...Check for incontinence.
VWash, rinse and dry soiled areas..."

On 10/4/16 at 1:30 p.m., Resident #15 was

" observed lying in bed. The resident stated she
had been waiting to gef her "diaper" changed
since 7:00 a.m. Resident #15 stated 'people
come in then someone else catches them. |
gusss theydon't have enough staff.” The smell

- of feces and urine was noted in theroom. At1:35
p.m., Resident #15 was asked to ring her cafl beil,
At 1:45 p.m., an employee entered the resident’s

A. BUILDING COMPLETED
_ C
435382 B. WING
: e — 10/06/2016
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room; however, the resident didn't report to the

" eémployee that she needed incontinence care. At

1:50 p.m., Resident #15 was asked why she -

_ didn't tell the employee that she needed
- incentinence care. Resident #15 stated she had

never seen that employes. At this time, Resident
#15 was asked to ring her call bell and tell staf
she needed incontinence care. Resident #15
rang her call bell and CNA (certified nursing
assistan!) #19im mediately entered the room.
Resident#15 told CNA #1 9 she needed to be
changed. CNA #19 stated she would grab some
Supplies and be right back. At1:57 p.m., CNA
#18 returned to the room and stated she needed
to go gethelp. At 2:04 p.m., CNA#19 returned to
the room with CNA#18 and provided
incontinence care to Resident #15. Observation
of incontinence care revealed Resident #15's
entire disposable brief was sojled with urine
through the disposable pads underneath the
resident. Feces was observed Smeared all over
the resident's bottom. No Open areas were
observed on the resident's botiom. CNA#19
asked the resident if she had been washed that
morning and the resident stated she had not bean
touched that day. CNA#18 and CNA #19 were
asked who was responsible for caring for
Resident #15 that shift. CNA #9 stated CNA #12

- Was supposed to care for Resident #15. At2:14

p.m., CNA#12 entered Resident #15's reoms
with disposable briefs and pads. CNA #12 placed
the supplies in the resident's closet and exited the
room.

On 10/4/16 at 2:30 p.m., an interview was
conducted with CNA#18. CNA#18 was asked if
the facility employed enough staff to care for
residents. CNA#18 stated, "Yag." CNA#18 was
asked if she had provided any care for Resident
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#15 that shift {other than the incontinence care
 just provided). CNA #18 stated she had not,

On 10/4/16 at 2:23 p.m., an interview was
conducted with CNA #19. CNA %19 was asked if
the facility employed enough staff to care for

- residents. CNA#19 stated there was enough

- staff. CNA #19 was asked if she had provided

i any care for Resident #15 that shift (other than
the incontinence care Just provided). CNA#1g

 stated she had only delivered 2 meal tray to the
resident.

On 10/4/16 2t 2:40 p.m., an interview was

- conducted with CNA #42 {the CNA responsiale
for caring for Resident #45 that shift), CNA #12
was asked to describe the care shie had provided

 for Resident #15 that day. CNA#12 stated she
served breakfast, ch anged Resident #15's brief
around 9:00 am., put the resident's feet up, and
washed the resident. CNA #12 was asked how
often Resident #15's brief was changed. CNA
#12 stated she checks the resident's brief svery
hour and a half. CNA #12 stated she checked

. Resident #15 at "10ish” and the resident was

" soiled with urine, CNA #12 stated she then
became "side tracked" by other residenis and
confirmed she had not provided care for Resident
#15 from "10ish” until she entered the room when
this surveyor was observing two other CiNAs
providing incontinence care to the resident {at
approximately 2:14 p.m.}.

On 10/4/16 at 2:45 p.m., an interview was
conducted with CNA #1 (another CNA working on
Resident #15's unit). CNA#1 stated sha had not
provided any care for the resident during that
shift.

L_

FORM CMS-2587(02-89) Previpus Versiens Obsoleje Evanl ID:UaB111 Facility 10: VAg0os

If continuation sheet Page 100f 126




%

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/1g,

FORMAP
CENTERS FOR MEDICARE & MEDICAID SERVICES ME NG gggi
STATEMENT OF DEFICIEMNCIES (X1) PROVIDER!SUPPLJER!CL[A X2 MULTIPLE CONSTRUCTiON (X3) DATE SURVE
AND PLAN OF CORRECTION IDENTIF]CATION NUIKBER: A. BUILDING COMPLETED
_—
c

495362

B. wWiNG

10/08/201

NAME OF PROVIDER OR SUPPLEER STREET ADDRESS, Criy, STATE, ZIP CODE

808 THOMPS ON STREET

ASHLAND NURSING AND REHABILITATION
LAND ASHLAND, VA 23005

(x4) 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRE oo o
PREF X (EACH DEFICIENCY MUST 8E PRECEDED By Fu| | PREFIX (EACH CORRECTIVE ACTION SHOULD 2 COMPLE-
TAG REGULATORY OR LSC IDENTIFYING INFORMAT |Gy TAG CROSS-REFERENCED TO THE APPROPRIATE DarE
DEFICIENCY)
F241 continged From pags 10 F 244

-On 10/4/18 at 2:47 P.M.. an interview wag
conducted with CNA #16 {another CNA working

~ on Resident #15' unit). CNA#16 stated she had
not provided any care for the resideni during that
shift,

On 10/4/16 at 4:40 p.m., another interview was
conducted with Resident #1 5. Resident #1 5 was
asked to describe afl of the care that had been
provided for her that day. Resident #15 stated
Someone came into her room at approximately

* that she didn't feg anything. Resjdent #13 stated
Someone came into her room and brought her

“meal tray then this Surveyor saw all other care
provided. Resident #15 was asked how she falt
when she was left sollad for an extended period
of time. Resident 15 stated that situation didn't

~ happen very often but it makes her wonder why

and what had she done. Resident #15 state g she
had always been active put there was nothing she
could do. Resident #15 stated that makes her

- feel angry but mostly makes her foal sad.

Cn 10/5/16 at 9:20 am., Resident #15 was lying
in bed. CNA#12 entered the room and told the
resident she was going to "check her again.”
After the CNA left the room, Resident #15 stated
- the CNA stated she was going to care for
Resident #15 first each day.

On 10/5/18 at 1:45 p-m.. CNA#12 stated during
the previous day, she had to serve breakfast in
the dining room and had to pass all of the lunch
trays on her hall.

: “On 10/6/16 at 7:52 a.m., aninterview wag
[ conducted with LPN (licensed practical nurse) #8,
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LPN #6 was askad how she would feel if she told
a CNA she was soiled at approxirnately 1000
a.m., and the CNA didn't return to provide
incontinence care unti approximately 2:00 p.m.

' LPN #6 stated, "Terrible; horriple.

On 10/6M16 at 11:.25 a.m,, ASM (administrative
staff member) #2 (the director of nursing} was
made aware of the above findings.

On 10/8/16 at 1:40 p.m.. ASM #1 (the
_administrator) was made aware of the gbove
findings.

The facility policy titled, "Resident Rights"
documented in part, "The facility will ensure that
the resident is not deprived of his/her rights. The
resident's rights may not be used as a reward or
sanction. Waiver of any resident right shal be

. void. Procadure: Resident Rights.. 3. 4 resident
shall be treated with dignity and respact.. "

No further information was presented prior to exit, .
2. Facility staff failed to provide incontinence care
in a timely manner for Resident #13.

Resident # 13 was admitied to the facility on
- 1/28/14 with diagnoses that included but were not
. limited to: coronary artery disease (1),
depression, hypertension (2), gastroparesis {3},
gasfroesophageal reflux disease (4), shortness of
breath, anxiety (5), cerebrovascylar disease (6),
dysphagia (7), Quadriplegia (8), and abnormal
posture,

Resident # 13's most recent MDS (minimum data
set) a quarterly assessment, with an assesg ment
reference date (ARD) of 8/18/16, coded the

Evenl ID:UQB9
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resident as scoring a 14 on the brief intervisy, for
mental status {BIMS) of a score of0 - 15, 14
being cognitively intact for daily decision making.
Resident # 13 was coded as being totally
dependent of two staff members for activities of
daily living and severely impaired of vision,

On 10/5/16 at 8:30 a.m. an obg ervation of
Resident#13 was conducted. Resident # 13

present on the right side of Resident # 13's bed.
The over bed table was on the right side of
Resident # 13's bed with the breakfast tray on it
and the CNA was feeding Resident # 13.

On 10/5/16 at 10-25 am. an interview was
conducted with Resident # 13. During the
intervisw Resident # 13 stated that she required
incontinence cars. When asked if ghe had told
the staff that needed care, Resident# 13 stated
that she had told the CNA who was assisting her
with breakfast, Resident # 13 further stated, "|
haven't besn cleaned up. | told them right after
breakfzst.” When asked who she told about
requiring incontinence care Resident # 13 stated,
{Name of CNA # 5). It happens af the time, |
have to wait”

©n 10/5/16 the foltowing observations were

cenducted: At 11:00 am., CNA#5 walked into
Resident #13' room with chuck pads and

on the bedside table and feft the room. At11:15

a.m., CNA#5 reentered the room with CNA# 24,

They shut the door behind them. At M:26 a.m,
CNA # 24 came out of the resident's room. When
asked if he wag helping with Incontinence cars for
Rasident # 13, CNA#24, "yag At 11:45 a.m.,
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CNA# 5 exited the room with a plastic bag of
: soiled linen.

On 10/8/16 a1 9:20 5.m. an interview was
conducted CNA# 5. When asked if she assisted
Resident # 13 with breakfast on 10/5/18, CNA# 5

- stated, "Yes." When asked if Resident # 13 had

- told her that she needed incontinence care, CNA

" # 5 stated, "Yes." When zsked what she told

" Resident#13, CNA#5 stated, “| told her
[Resident # 13} that | had to feed other residents
and should be back aftsr feeding other residents
and picking up the trays and | still had to wait.for
another person because (Resident # 13) requires
two to change her." When asked aboyt the
condition of Resident # 13 when incantinence
Care was provided, CNA# 5 stated, "She didn't
have a bowel movement but she was wet *
When asked about the procedure for
incontinence care, CNA# 5 stated, "If the residant
fs not a two person, check the resident
immediately. If the resident requires two peaple |

- have to wait for someone else who is available to

i help.

The comprehensive care plan for Resident # 13
with a review date of 9/8/16 docum ented,
"Category: Blimination GU [genitourinary}. Focus:
Resident has altered bladder elimination.
Etiologies {causes): Other; specify CKD (chronic
~ kidney disease). Physical limitations. Impaired
mobility. Self-care deficit. Incontinence " Under
“Approaches/Interventions” it documented,
"Check for incontinence. Incontinent brief, pads
continually.” "Category: ADL {activitles of daily
living). Facus: Resident has an ADL self-care
performance deficit, Etiologies: Limited ROM
(range of motion). Musculoskeletal impairment,
Disease process {specify) contractures. Medical

— " . . — ]
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. diagnosis {specify) CvA [cerebral vascular

. accident] with quadriplegia UE (upper extrem ity)
contraciures. As evidenced by: ... Unable to
toilet. .. "The resident will receive appropriats
staif support with bed mability, transfers, eating,
dressing, toilet use."

On 10/5/16 at 2:45 p.m. during an interview with
Resident # 13 regarding her incontinence care
Resident # 13 stated, "H makes me frustrated and
it's unacceptable."

On 10/6/16 at 10:40 a.m. an interview was
conducted with LPN (licensed practical nurse) #
- 3. When asked howlong a resident should waijt
- to receive incontinence care LPN # 3 stated, "Ng
mare than a thirty minute wait, Ifyou can get in
right away then it should be don e."

- On 10/6/16 at 10:55 z.m. an interview was

- conducted with LPN # 4, unit manager. When
asked how long a resident should wait to recejve
incontinence care LPN #4 stated, "It should be

“done immediately. The resident should not have
to wait."

On 10/6/18 at 11:20 a.m. an interview wasg
conducted with ASM (ad ministrative staff
_member) # 2, the director of nursing. When
asked how long a resident should wait to receive
incontinence care ASM # 2 stated, "A resident
+ should be changed fmmediataly."

On 10/68/16 at 11:20 a.m., ASM # 1, the
administrator and ASM # 2, the director of
nursing, were made aware of the above findings.

[ No further information was presented prior to exit.
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Reafarsnces:

(1) Common type of heart disease. This
information was obtained from the website:
https://Www.nlm.nih.gov/medfineplu s/coronaryarte
rydisease.htmi,

(2) High blood pressure, This information wag
obtained from the website:
https://\.wm.nlm.nih.gov/medfinepfus/highbioodpr
essure.htmi.

(3) A condition that reduces the ability of the
stomach to emn pty its contents. it does not involve
a blockage {obstruction). This information was
obtained from the website:
https://medlinepfus.gov/ency/article/OOOZQ?.htm.

(4) Stomach contents to feak back, or reflux, into
the esophagus and irritate it. This information
was obtained from the website:
https://wvw/.nlm.nih.gov/medfineplus/gerd.htmf.

(8) Fear, This information was obtained from the
website:

https://www.nfm.nih.gov/medﬁneplus/anxiety.htmf
_#summary.

(8) A stroke. This information was obtained from
the website:
https://mw.nfm.nih.gow’medﬁnepius/ency/articie/
0007286.htm.

(7YA swallowing disorder. This information was
obtained from the website:
https://wv.rw.nfm.nih.gov/mediineplus/swaffowi ngdi
sorders.himl,

L
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{8) Paralysis is the oss of muscle function in part
© of your body. It happens when something goes

wrong with the way MEssages pass betwaen your
" brain and muscles, Paralysis can be complete or

htfps:[/med[ineplus.gov/paralysis.html.
F246 4831 5(e)(1) REASONABLEACCOMMODATION F 248
ss=p OF NEEDS/PREFERENCES - Resident #13 h

-

as her ca| bell

positioned properly allowing her fo call

. It : i [AWEN .
Aresident has the right to reside and receive for assistance.

services in the facility with reasonable
- accommodations of individual neads and

preferences, except when the health or safety of 2. Residents that reside in this facitity
the individual or Gther residents would o have the potential to be affected by
endangered. not having call bej| access.

This REQUIREMENT i5 not met as gvidenced

: by:

- Based on observation, resident interview, staff . '
interviaw, facility document review and dlinjcal 3. Sta.ff education has been Provided op
record review, it was determined that the Tacility the Importance of ensuring cal belils
staff failed to place a call bz inan accessible : are in reach for g residents. Audits
place for one of 32 residents in the survey will be conducteqd daily X1 month and

~sample, Resident # 13, then weekly x2 months 1o ensure

) compliance.
The facility staft failed to position Resident # 13'5

adaptive call bell, a Breathea| Cord [call bel 4. Director of Clinical Services fdesi

. aBre el - D gnee
acti gﬁted by a puff of air by the user){1) within will report resylts of audits to the
reach.

Quality Assurance/Performance

The findings include: - Improvement (QAP) monthly for
review and recommendaﬂons.
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Resident # 13 was admitted to the facitity on
- 1/28/14 with dizgnoses that included but were not
limited to: corenary artery disease (2), )
- depression, hypertension (3}, gastroparesis (4),
gastroesophageal reflyx disease (5), shortness of
- breath, anxiety (6}, cerebrovascular disease (7),
dysphagia (8), quadriplegia (9) and abnormal
posture.

. Resident# 13's most recent MDS (minimum datg

“set) a guarterly assessment, with an assessment

. reference date (ARD) of 8/18/18, coded the

. resident as scoring a 14 on the brief interview for

- mental statug (BIMS) of a score of 0-15, 14
being cognitivety intzct for daily decision making.

: Resident # 13 was coded as being totalty
dependent of two staff members for activities of
dsily living and severely impaired of vision,

Gn 10/4116 at 1:45 p.m. an observation of
Resident # 13 revealad she was lying in bed
aware with the head of the bed slightly raised,
Observation of the Breatheall Cord revealed jt
was mounted on the upper left bed rail and

- extended over Residen; 3 13's left chest and
above the level of her chin, When Resident # 13
was asked if she could locate and activate the
call bell, Resident # 13 moved her head right and
left and protruded her tongue searching for the
call bell. Resident # 13 was also observed tg be

i able raise her head only slightly, approximately
two to three inches from her pillow. After several
attemnpts Resident # 13 was unable to locate ang

- activate the call bell.

On 10/4/16 at 4:20 P.m. an observation of
Resident# 13 revealed she was lying in bed
awake with the head of the bed slightly raised.
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8
Observation of the Breathcall Corg revealed it
was mounted on the upper feft bed rail and
extended over Resident # 13'g teft chest and
above the level of her chin. When Resident # 13

On 10/5/16 at g:15 &.m. an observation of
Resident # 13 revealed she was lying in beg
awake with the head of the bed raiseqd.
Observation of the Breathcall Cord revezled it
was mounted on the UPper left bed rail and
extended over Resident #13's left chest an d

- above the level of her head. Whan Resident # 13
was asked if she could locate and activate tna

On 10/5/16 ths foltowirg observations were
conducted: At 10:49 a.m., Resident # 13 was

- lying supine in the beq and her Breathcall Corg
was on the right side of her. The resident could

“not reach the call bell, At 11:00 am,, CNA #5

- walked into Resident # 13's room with chuck

- pads and supplies for incontinent care. She set
them down on the bedside table ang left the

room. At11:15 am., CNA#5 reentered the room

“with CNA# 24, They shut the door behind them.

CAt11:d5am., CNA#S exited the room with a
plastic bag of soiled finen. At 11:45 a.m,
Resident # 13 was observed to be lying in a

FORM CMS-2567(32-99) Pravious Versions Qosolzle Evant ID: UGB 111 Faciffiy ID: vaQoos if continuation sheet Page 15 of 12¢
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supine position and her Breathcall Cord was out
of reach. When asked if she could reach her
Breathcall Cord she stated, " don't think | can
reach jt.,"

On 10/5/16 at 1:55 P-m. an observation of
Resident # 13 revealed she was lying in bed
awake with the head of the bed raised.
Observation of the Breathcall Cord revealed i
“was mounted on the upper left bed rail and
extended over Resident # 13's left chestand

was asked if she could locate and activate the
call bell, Resident # 13 moved her head right and
left and protruded her tongue searching for the
call bell. After several attempts Resident# 13
wasg unable to locate and activate the call bell,

On 10/6/16 at 8:00 a.m. an observation of
Resident # 13 revealed she was Iying in bed
awake with the head of the bed slightly raised.
Observation of the Breathcall Cord revealad the
mouth piece missing from the extended arm and
was lying on the bed above Resident # 13's right
shoulder.

On 10/6/16 at 8:40 a.m. a CNA entered Resident
# 13's room and spoke to her about what was
going to be served on breakfast tray and then left
the room. An observation of the Breathcall Cord
immediately after the CNA left the room reveated
the mouth piece missing from the extended arm
and was lying on the bed above Resident # 13's
right shoulder.

On 10/6/16 at 8:45a.m. a CNA entered Resident
# 13's room and assisted Resident # 13 with
breakfast. At 9:00 a.m. the CNA exited Resident
# 13's room. An observation of the Breathesll

above the level of her head. When Resident # 13
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Cord immediately after the CNA left the room
revealed the mouth piece was replaced on the

extended arm and positioned next to Resident #

13's right cheek. When asked to locate and
activate the call bel Resident # 13 moved her

- head to the right pushing the call ball down to the
: Tight her right side, putting the call belf out of her

" reach. Resident # 13 statad that she couldn't
locate the call bell,

The comprehensive care plan for Resident # 13
with a review date of 9/8/16 documented,
“Focus/Category: Safety." Under

* "Approaches/interventions® it documented, "Be
sure the resident's call light is within reach and

needed.”

On 10/4/16 at 4:20 p.m. an intervisw was
conducted with Resident # 13. When asked
about her vision Resident # 13 stated she coulg

- # 13 stated, "No."

- On 10/5/16 at 2:45 p.m. an interview was
conducted with Resident # 13 regarding her
access fo the call bell.  Resident 13 stated, "
have fo holler for help or I'l wait for someone

- coming down the hall and calf for help." When
asked how she felt about not being able to
access the call bell Resident £ 13 stated "l feel

rustrated.”

On 10/6/16 at 9:20 a.m. an inferview was

conducted CNA# 5. When asked if she was
assigned as Resident # 13's CNA on 10/5/18
from 7:00 a.m. to 3:00 p.m., CNA# 5 stated,

FORM CMS -2387[02-99) Previous Versfons Obsolste Event ID: UGB 111

encourage the resident to use it for assistance as

not see faces but only shades and the light from
 the television but not tha picture. When asked if
- she could see the call bell to blow into it, Resident
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. "Yes." When asked a00ut the call bej] for
Resident#13, CNA# 5 slated, "The call be)
should be close to her mouth so she can reach it
with her lips and blow into it." When asked if she
checked to see that Resident# 13 couid reach
and activate the call bej| before leaving her room,
CNA#ES stated, "No." When informed of the
above observations of the call bell being out of
Resident # 13's reach on 10/5/15, CNA £ 5
stated, “| can't explain why it wasn't in her reach "

On 10/6/16 at 10:40 a.m. an interview was
conducted with LPN (licensed practical nurse) #
3. When asked about the call bell for Resident
13, LPN#3 stated, "The call bej) should be
positioned in front of her lips s0 sha cap feel it
and blow into . [t should be checked for
placement every two hours.” LPN # 3 further
stated that Resideni # 13 will call out for help,
When asked if having Resident #13 call out for
help was appropriate, LPN # 3 stated, “"No. She
should be able to use the call bej).»

On 10/6/16 at 10:45 a&m. an intervisw was
conducted with CNA# 4. When asked if she had

. entered Resident # 13's room before breakfast,

CNA# 4 stated, "Yag " When asked about the
call bell for Resident # 1 3. CNA# 4 stated, |
didn't notice the mouth piece was missing when |
was in the room the first time. When | finished
her breakfast | found it and putit on. | should
have checked the call bell before | left, 1t shouid
be checked every two hours. When agked if she
checked that Resident 13 could locate and
activate the call bell before leaving the room,
CNA# 4 stated, "l didn't have her try to activate
it."

On 10/6M86 at10:55 a.m. an interview was
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directly in front of her mouth and they should
check the placement before teaving the room."

# 2 stated, "It should be checked for placeme nt
and function,*

- On 10/6/18 at 11:20 a.m., ASM # 1, the
administrator and ASM # 2, the director of
nursing, were made aware of the above findings,
No further inforrmation was Presented prior tq exit,

Refzrence:

{1) Breathcall Corg, Pneumatic {operated by air

breath tube. Itjs &quipped with 3 heavy-duty
clamp thatis abje 1o mount on virtuathy any

was obtalned from the website:
info@criticalalertcom,

(2) Comman type of heart disease. This
information wag obtained from the website:

https:/ramaw, ntm.ni h.gov/medlinepfus/coronaryarte

rydisease, htmj.

(3) High biood pressure. This information wag
FOPRM ChIS.2557(02 -89) Pravious Versions Obsolelz
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obtained from the website;
https://www.nrm.nih.gow’medlineprus/highbroodpr
essure.himl. ‘

(4) A condition that reduces the abifity of the
stomach to empty its contents. It does not involve
& blockage (obstruction). This inform ation was
obtained from the website:
https://medlfneplus.gov/ency/arficre/000297.htm.

*(5) Stomach contents to leak back, or reflux, into
the esophagus and irritate it. This information

+ Was obiained from the website:
https://mfm.nrm_nih.gov/medrfneplus/gerd.html.
(6) Fear. This information was obtained from the

websita:

htips:/fwww.nim nik

#summary.

.gov/medrineplus/anxiety.htmr

(7) A stroke. This information was obtained from
the website;
hitps:fvwww.nim.nih
000726 htm.

.gov/m ediineplus/ency/articie/

(8) A swallowing disorder. This information was
obtained from the website:
https://w»wv.nlm.nih.gov/medlineprus/swarrowingdi
sorders.htmi.

(8) Paralysis is the loss of muscle function in panrt
of your body. it happens when something goes
wrong with the way Mmessages pass hetwean your
brain and muscles. Paralysis can be complete or
partial. it can occur on one or both sides of your
bedy. It can also ocour injust one area, or i can
be widespread, Paralysis of the fower haif of your

* body, including both legs, is called baraplegia.

- Paralysis of the arms and legs is Quadriplegia.
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This information was obtained from the website;
hﬁps:/!medlineplus.gov/paralysis.htm!.
483.15(e)(2) RIGHT TO NOTICE BEFORE
ROOM/ROOMMATE CHANGE

A resident has the right to receive notice before
the resident's room or roommate in the facility is
changed.

This REQUIREMENT Is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, it was determined that
the Ffacility staff failad to provide notice priorto a
room change for one of 32 residents in the Survey
sample, Resident #3.

The facility staff fajled to notify Resident #3 of &
pending room change, and to show him the new
roeom prior {o the move on 8/21/18,

The findings include:

Resident 3 was admitted to the facility on
8/31/15, and most recently readmitied on
11/13/15, with diagnoses including, but not limited
to: multiple sclerosis (1), cognitive impairment,
contractures (2), and diabetes. On the most
recent MDS (minimum datg set), a significant
change assessment with an assessment
reference date /4118, Resident #3 was coded ag
having no cognitive impairment for making daily
decisions,

Areview of the social services progress notes for
Resident #3 revealed, in par, the following note,
written 6/22/16 and signed by OSmM (other staff
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(1) Resident #3 is pleased
with his room assignment,

{2) ) All residents have the
potential to be affected by
deficient notification practices,
The facility will conduct an
audit of 100% of resident
medical records to identify
those residents who had a
room change, Concerns
identified will be promptly
addressed and as appropriate.

(3) ED/designee will educate
management team of room
change policy and resident
notification. Socig) Services will
receive all requests for room
changes and complete a form
to indicate al! stepsin the
protocol.are completed. The
Executive Director or designee
will monitor the forms weekly
for a month and monthly for
three months.
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member) #14, the social services director; "it
was reporied to writer on today that the patient
was transferred to fnumber of new rcom) due to
bed management. Perthe admissions
coordinator, who contacted via telephone the
patient's RP {responsible party)/sister, [name of

- RP], to get her consent and permission for the
room transfer; which the patient's RP did so {sic).
Writer spoke with the patient's sister via

- telephone to confirm that she was Mmade aware of

. the room transfer that took place on 6/21/16 and
the patient’s sister confirmed that she was

- advised of the room transfer and she was in
agreement with the room transfer. As ngted
above, the patient was transferred from [old room
number] to new room number]. SW (social
worker) to continue to continue (sic) to monitor
patient and provide support. Writer encouraged

. the patient and his sister to outreach as needed ™

. Areview of the comprehensive care plan for
 Resident #3 dated 9/16/16 and most recently

- updated on 9/22/16 revealed nothing related to
- the resident's room changes.

On 10/6/16 at 2:40 a.m., OSM #14 was
interviewed. She stated that residents are moved
for "bed management" most often to facilitate
appropriate placements for residents being
admitted from the hospital {neads to include
appropriate gender and isolation status). She
stated if a change is needed, the social worker
gaes to the resident and asks the resident's
permission. She stated the social worker also
speaks with the RP. She stated the socjal worker
shows the resident the naw room, and introduces
the resident to the new roommate and new staff
(it applicable). She stated these activities are to
be documented in the social services progress
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{4) The Quatity
Assurance/Performance
Improvement {QAPI) team will
conduct perjodic audits to
identify any noncompliange,

Completion Date: 11-7.15

Facllity ID: vAQooa If eontinuation sheet Paga 28 of 125



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 16/4 8/2016
FORM APPROVED
OMB NO. 0238-0391

above-referenced note for Resident #3's move on
6/21/16, OSM #14 stated: "I did not initiate this

. room transfer. The admissions coordinator di d.
She is not here anymore. | don't know what
happened. It does not look as though the

- resident was informed or shown the new room
ahead of time.” She stated that it's possible that

- the move occurred after business hours, but she

. Was not certain. She stated that the process she
described regarding showing the resident the new

i room ahead of time should have been followed,

On 10/6/16 &t 1:40 p.m., ASM #1, the
administraior, and ASM #2, the director of
nursing, were informed of these concermns.

A review of the facility policy entitled "Room
Changes” revealed, in part, the following: *Prior
to the room change, the team should give the
resident/legal representative notice fo allow the
resident/legal representative time to prepare for
the room change. The notice period may be
waived by the resident/legal representative,
- Emergent condifions or safety concems, as
- determined by the team, may supersede (sic) the
' notice period.”

No further information was provided prior to exit.

{1} "An unpredictable disease of the central
nervous system, multiple sclerosis (MS) can
range from relatively benign to somewhat
disabling to devastating, as communication
between the brain and other parts of the body is

autoimmune disease — one in which the body,
through its immune system, launches a defensive

disrupted. Many invesfigators believe MS to be an
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notes for the resident. When shown the
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aftack against its own tissues. In the case of MS,
it is the nerve-insulating myelin that comes under
assault, Such assaults may be linked to an
unknown environmental trigger, perhaps a virus "
This information is taken from the website
http://Mvw.ninds.nih.gov/dfsorders/multiple_screr
osis/multiple_sclerosis.htm.
(2} "A contracture develops when the normally

- stretchy (elastic) tissues are replaced by
non-stretchy (inelastic) fiber-like tissue. This
tissue makes it hard to stretch the area and

" prevents normal movement,
483.15(h}1)
SAFE/CLEAN/CO MFORTABLE/HOMEL IKE
ENVIRONMENT

F 252
88=E

The facility must provide a safe, clean,
comfortable and homelike environment, aliowing
the resident to use his or her personal belongings
to the exten? possible.

This REQUIREMENT is not met as evidenced
by:
Based on observation, rasident interview, staff
interview, facility document review and clinical

- record review, it was determined that the facility
staff falled to provide a clean, comfortable,
home-like environment for three of 32 residents in
the survey sample, Residents #3,#14 and #21;
and in one of 58 resident bathrooms, the
bathroom between rooms 132 and 134,

1. The facility staff failed to ensure Resident #3'
wheelchair armrests and a back cushion was
clean and malntained in good repair,

2. The factlity staff failed to provide Resident #14

F 247

F 252

F 252

(1) The armrests and back
cushion for resident #3 has
been replaced. The falt mat for
resident# 14 was replaced,
The HVAC for resident #21is
functioning and the window
has been fixed. The brief was .
disposed of property from
bathroom between rooms 132
and 134.

RECEVEY

worioLe
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with clean fall mats in good repair.
3. For Resident #21, the facility staff failed to
and have a window in good repair.

- 4. Facility staff failed to ensure the resident
bathroom between rooms 132 and 134 (shared
bathroom) was free from a soiled brief on the
floor.

The findings include:

1. Resident #3 was admitted to the facitity on
8/31/15, and most recently readmitted on

to: multiple sclerosis (1), cognitive impairmenl,
contractures (2), and diabetes. On the most
recent MDS (minimum data set), a significant
charge assessment with an assessment

no cognitive impairment for making daity
decisions. The resident was ceded &s using a

unit during the look back period.
On the following dates and times, Resident #3
was observed lying in bed; his motorized

- wheelchair was located at the foot of the bed:
10/416 at 4:10 p.m.: 10/5/16 at 8:30 a.m. and
these times were unsuccessful. Both the

wool materiai. The covering was matted and

with duct tape. The tape was chipped and

was sciled and womn.

provide a functioning heating/air conditioning unit

11/13/15, with diagnoses including, but not fimited

reference date of 9/4/16, he was coded as having

wheelchair for moving around his room and the

10:00 a.m. Attempts to interview Resident #3 at
wheelchair armrests were covered with a lamb's
soiled. The coverings were secured to the arms

peeling off in places. The back cushion Was raw
foarn rubber with ng covering. The foam rubber

potential to be affected by this
deficient practice. The facility
will conduct an audit of 1009,
of wheelchairs for armrests
and cushions that need repair
or replacement by the
Maintenance Director or
designee. 100% audit of the
fall mats that need to be ;
replaced will be cong ucted by
the Housekeeping Supervisor
or

designee. 100% audit of HVAC
units and windows for function
and repair by the Maintenance
Director or designee. 100%
audit of resident bathrooms for
cleanliness by the
Housekeeping Supervisor or
designee. Concerns identified
will be promptly addressed and
as appropriate, reported to the
QA/l team for follow through,

(3) The facility wil| (a)
review/revise/enforce/monftor
its policies & procedures
ensuring maintenance and
cleantiness of the facility. (b)
In-service staff on the
Maintenance Log and policies
around maintenance of the
facility (c) Staff making
rounds will complete
Maintenance work orders as
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On 10/6/16 at 10:30 a.m., LPNs (licensed

- practical nurses) #14 and #1 0, and CNA (ceriified
nursing assistant) #14, accempanted this
surveyar fo look at Resident #3's wheelchair,
When asked to describe the armrests, LPN #14
stated: "ltneeds new arms.” PN #14 stated: "|t
IS nasty lonking.” Al three staf members agreed
that the back cushion should have a caver, hoth

~ for appearances and for comiort for the resident.

- When asked if the wheelchair looked homedike
and clean, they stated that it did not LPN#10
stated that she would notity therapy services to
replace the armrest covers and the back cushion
immediately.

On 10/68/18 at 1:40 D.m., ASM #1, the
adminisirator, and ASM #2, the director of
nursing, were informed of these concerns.

A review of the facility palicy entitled "Equipment
- Repairs" revealed, in part, the fallowing: "All
equipment in need of repairis returned to the
- vendor or manufacturer. We do not repair
equipment. It isreplaced.”

No further information was provided prior to exit
(1) "An unpredictable disease of the central
nervous system, multiple selsrosis (MS) can
range from relatively benign to somewhat
disabling to devastating, as communication
between the brain and other parts of the body is
disrupted. Many investigators balieve MS to be an
autoimmune disease -- one in which the bady,
through its immune system, launchas a defensiva
attack against its own tissues. In the case of MS,
it is ths nerve-insulating myelin that comes under
" assault, Such assaults may be linked to an
unknown environmental trigger, perhaps a virus,"

F252

Needed. Maintenance will
complete items from the
Maintenance log and turn info
the Executive Director or
designee to sign and menitor
weeKly for three Months,
Maintenance and

- Housekeeping staff will monitor
facility audit of designated
areas weekly for three months

{(4) The Quality
Assurance/Performance
Improvement (QAPI) team will
conduct periodic audits to
identify any noncompliance.

Completion Date: 11-7-16
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This information is taken from the website

hﬁp:/mmv.ninds.nih.gov/disorders/multipleﬁscier
“osis/multiple_sclerosis.htm.

(2) "Acontracture develops when the normally

stretchy (elastic) tissues are replaced by

non-stretchy (inelastic) fiber-ike tissue. This
tissue makes it hard to strefch the area and

prevents normal movement.

2. The facility staff failed to provide Residentt
#14 with clzan fall mats in geod repair.

Residert #14 was admitted to the facility on
10/26/12 and most recently readmitied op 1/23/13
with diagnoszes including, but not limited to:
history of a stroke; COPD {chronic obstructive
pulmonary disease (1)), heart disease and

~ diabetes. On the most recent MDS (minimum
data set), 2 quarterly assessment with an
assessment reference date of 7/27/1 6, he was
coded as heing moderately impaired for making
daily decisions. He was coded as having had no
falls during the look back period.

On the following dates and times, Resident #14
“was observed ling in his bed, On all
observations, fall mats were present on bpth
sides of his bed: 10/4/16 at 4:30 p.m.; 10/5/16 at
' 7:35am., 830 a.m., and 1:20 p.m. On all
. observations, the gray fall mais were dirty,
chipped and contained spatters of white pajnt
- scattered all over the mats.

On 10/6/16 at 10:35 am., LPNg (licensed
practical nurses) #10 and #14, and CNA (certified
nursing assistant) #14, accompanied this
surveyor to iook at Resident #14's fal| Mmats.
When asked to describe the fai| mats, LPN #10
stated: *They are so dirty.” CNA #14 identified

L
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the white blotches as "old paint* and stated the
mats should be changed.

" On 10/6/116 at 1:40 p.m., ASM #1, the
: administrator, and ASM #2, the director of
- nursing, were informed of these concerns.

No further information was provided prior to exit.

{1) "COPD, or chronic obstructive pulmonary
H(PULL-mun-ary) disease, is a progressive
diseasg that makes it hard io breathe,
"Progressive" means the disease gets worse oyer
-time." This information is taken from the website
http://ww,r.nhlbi.nih.gow’health/health-topics/topic
sfcopd.

. 3. For Resident #21, the facility staff failed to
. provide a functioning heating/air conditioning unit
and haves a window in good repair.

- Resident #21 was admitted to the facility on
10/21/15 with diagnoses that included but were
not limited to: high blcod pressure, dementia,

* depression, PTSD {post-traumatic stress
disorder) chronic pain, netropathy, chronic pain,
and alcohol abuse.

The most recent MDS {minimum data set)
assessment, a quarterly assessment, with an
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- assessment reference date of 9/20/16, coded the

- resident with a BIMS (brief interview for mental

- Status) score of 10, indicating he was moderately

- impaired to make daily cognitive decisions. The
resident was coded as requiring supervision for

- eating after set up assistance was provided. He
required limited assistance for moving on and off
the unit, and extensive assistance for bed

- mobility, transfers, dressing, toileting and
personal hygiene.

- On 10/6/16 at 8:2¢ a.m. observation was made of
Resident #21's room. The heating/air ctonditioning
unit under the window was observed unplugged
and without control knobs, The heatingfair
conditioning unit was off the wall approximately
one inch, When asked if his room was
comfortable, Resident #21 stated, "No, | can't
adjust the temperature. It blows cogl air" When
asked if he had told anyone, Resident #21 stated,
“lI'told the nurses." When asked if he goes to
activities, Resident #21 stated, "No, | sit here and

- watch the bugs craw through the broken

"window."

- The window was observed, The window frame
was taped with aluminum duct tape down the
center where the two windows meet. |t was taped
80 the& windows could not be opened. At the
bottorn of the right window frame, in the center
where the two windows met, there was a gap of
approximately one quarter of an inch where the
edge of the glass was pulled away from the
window frame and air was noted to come in frem
the outside. Four and a half dead bugs were
cbserved on the window ledge.

On 10/6/16 at 8:33 5.m. OSM (other staff
member) #1, the maintenance director, was

F 252
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- shown Resident #21's room. When asked the

* process for identifying maintenance concerns,
OSM #1 stated, "l juststarted in this position in

- July of this year. We do mock survey rounds
every morning. There is a maintenance log on
each unit. There is a maintenzance person for
&ach unit." When shown Resident #21' room),
OSM #1 stated he was not aware of the

. heating/air conditioning unit being in disrepair and
was not aware of the window. The maintenance
log book for the unit Resident £21 resided in was
reviewed with OSM #1, The only maintenance
repair requested was dated, 7/21/18. The
"Repair Requisition" documented, "Both cont
{control) knobs on A/C (air conditioning) are

- missing." At the bottom of the requisition form it

ones." There were no further requests for

. maintenance for Resident #21's room. OSM #1

“ was asked to check the temperature of Resident
#21's room. The room tem perature was read as
73.5 degress. At8:54 a.m. maintenance was in

. to the wall. When OSM #1 asked the resident if
he wanted heat or air conditioning, Resident #21
stated, "l need the heaton, it's cold in here."

An interview was conducted with LPN (licensad

- practical nurse) #1, on 10/6/16 at 9:29 am. LPN
#1 was asked how a nurse would report
something that was broken or in need of repair in
aresident's room. LPN#1 stated "We have g
maintenance log book and we fill in the slip. Ifits
emergent you can call them {maintenance).”
When asked if anyone can write in the
maintenance book, LPN #1 stated, "Yes, anyone
can write in in,"

An interview was conducted with CNA (certified

. was documented, "Replaced both knobs with new

- the room to put on new knobs and secure the unit

F 252

FORM CMS-2567(02-98) Previous Versions Obsolele

Event IO:UOB {11

_

Faciliiy 10: VADDDA If continuation sheet Page 34 of 126



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FCOR MEDICARE & MEDICAID SERVICES

PRINTED: 1p/18
FORMAPPR(
OMB NO. 0938-

STATEMENT OF OEFICIENGIES (X1) PROVIDER’SUPPLIER}’CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495362

NAME OF PROVIOER OR SUPPLIER

ASHLAND NURSING AND REHABILITATION

(X4} ID SUMMARY STATEMENT OF OEFICIENGIES
PREFIX (EACH OEFICIENCY MUSTBE PRECEOZO By FuLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM)

(X2) MULTIPLE CONSTRUCTION
A. BUILOING

(X3) DATE 5 URVE
COMPLETED

C

10/08/2014

B. WING

STREETAOORESS, CITY, STATE, 2P COOE
906 THOMPSON STREET
ASHLAND, VA 23005
10 PROVIOER'S PLAN OF CORRECTION =5
PREF X (EACH CORRECTIVE ACTION SHOULO gE COMPLE

TAG CROSS-REFERENCEOD TO THE APPROPRIATE DAT:
OEFICIENCY)
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- nursing assistant) #1 on 10/6/18 at 9:32 am.
- CNA#1 was asked what she does if she finds
_something in need of repair in a resident's room.
"CNA#1 stated, " first have to ensure the

if not emergent, put it in the maintenance log
book."

- The facility poficy, "Maintenance" documented in

follow all policies regarding routine periodic
maintenance. The Director of Environmental

to ensure the plantis free of hazards and in

. proper physical condition. Al employeas wil
report physical plant arezs or equipmerit in nead
of repair or service to their Supervisor, All items

to maintenance using the Maintenance Re pair
Request Form. The form will be completed and

- in the maintznance office, Environmental

: Services personnel will check for completsd

: forms throughout the day. The Requests will be
prioritized and completed according to nead, If
unable to complete the requestin areasonable

" the current status and further resolution.”

concerns on10/6/16 at 9:26 2.m.

4. The facility staff failed ta ensure the resident
bathroom between rooms 132 and 134 (shared
bathroom) was free from a soiled brief on tha
L Tloor.

resident's safety. Then either call maintenance or

part, "The Director of Environmenta Services will

Services will perform daity rounds of the building

needing maintenance assistance will ba reported

- praced in a designated area on the nursing unit or

period of time, the originator will be notffied as to
' The administrator was made aware of the abova

No further information was provided prior to exit.

F 252
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On 10/4/16 at 1:25 p.m., tour of the facility was

conducted. At 1:30 p.m., the bathroom in

between rooms 132 and 134 was observed to
" have a soiled brief on the floor in the corner.

On 10/4/16 at 2 p.m., the soiled brief was
observed on the fioor in the comer of the
“bathroom in between rooms 132 and 134,

On 10/4/16 at 2:45pm., a housekeeping staff

front of room 132, He was Observed starting to

the soilad brief. At2:55 p.m., the CNA who
worked that section disposed of tha soiled brief.

- On 10/4/16 at 2:55 pm., an interview was
corntducted with OSM #15. When asked how
often he rounded on resident rooms to clean,
OSM #15 stated that he mops and cleans every
room after breakfast and before lunch so that

fratys are being served. When asked who was

sees items like sojled briefs, he will tell the
nursing staff. OSM #15 stated that he cannot
pick up soiled briefs and put them in his trash
because he has to travs| to every resid=nt room
with his cart. When asked i he saw the soiled
brief in the bathroom in between rooms 132 and
134, OSM #15 stated that he did. OSM #15
stated that as soon as he saw the brief, ke told

OSM #15 stated sojled briefs should not he on
the floor due to contamination,

. member, (OSM (Other Staff Member) #15) was in

mop the floor until he noticed the soiled brief, He
alerted a CNA who worked that section to pick up

cleaning supplies are not on the floor when meal

responsibie for ensuring dirty items like briefs are
picked up off the floor, OSM #15 stated that if he

the CNA and she picked the brief up off the floor.
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On 10/4/16 at approximately 3:15 p.m., an

- interview was conducted with CNA (cartified
nursing assistant) #23. When asked how often
CNAs rounded on resident rooms, CNA #23
stated that she rounds every 1-2 hours. When
asked what rounding included, CNA #23 stated

" that it included checking on the resident to seeif
they are soiled, to see if they are having any

" unusual behaviors, making sure residents are
safe, and to make sure rooms are clean. When

" asked If resident bathrooms are included during
the rounding process to ensure they are clean,

- CNA #23 stated that resident bathrooms were

-included. When asked if soiled briefs should be
lefi on the floor of a resident's bathroom, CNA
#23 stated that soiled briefs should not be on the

floor. CNA#23 stated that it was the nursing staff

_that is responsible for picking up soiled iterns [ike

“linen and brigfs.

On 10/5186 at 10:25 a.m., an interview was
conducted with CNA#12, the CNA who was
assigned to rooms 132 and 134 on 10/4/18.
When asked how often CNAs rounded on

. every hour and a half, When asked what
rounding included, CNA #12 stated that it

. included changing residents or toileting therm,

~looking to see if bed or chair alarms are in place,
making sure call bells are in reach, and to see if
rooms areclean. When asked if cleanlinass of
rooms included the resident's bathroom, CNA #12
stated thatresident’s bathrooms were included

- and were checked for trash, clutter and items on
the ground. When asked if she was the CNA who
picked up the dirty brief in the bathroom betwean
rooms 132 and 134, CNA #12 stated that she
was. When asked if dirly briefs should be on the
floor, CNA #12 stated, "No, because of

resident rooms, CNA #12 stated that she rounded

A. BUILDING COMPLETE 8]
i C
495342 B. WING 101’06/201{
-
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIy, STATE, ZIp CODbg
& AEE
ASHLAND NURSING AND REHABILITATION 96 THOMPSON STREET
ASHLAND, VA 23005
(X4 1D SUMMARYSTATEMENT OF DEFICIENCIES [a] PROVIDER'S PLAN OF CORRECTION (X5]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B CoMPLET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 252 Continued From page 36

F 252

FORM CMS-2567{02-99) Previous Varsions Obsolzte

Evanl ID: VOS] -

Facility 1D VAGO0R If continualion sheet Page 37 of 12



DEPARTMENT CF HEALTH AN_ HUMAN SERVICES
CENTERS FCR MEDICARE & MEDICAID SERVICES

PRINTED: 1 0/18/2018

FORM APPROY,

ss=£ MAINTENANCE SERVIGES

The facility must provide housekeeping and
maintenance services nscessary to maintain 5
. Sanitary, orderly, and comfortable interior.

: This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, it was
detsrmined that the facility staff failed to Mmaintain
. resident rooms in goad repair in eight of 98
; resident raoms, (Resident rooms # 100, # 112, #
113, #120 £138, # 200, # 202, and # 301).

The facility staff failed to mainiain residant rooms

# 100, #1112, # 113, #120 # 138, # 200, # 202,

and # 301 ina condition of good repair and home
- like environment.

" The findings include:
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. contamination.” CNA #12 could not recall the last
-time she was in that bathroom but stated that
- they have residents who take off their briefs and
“throw them on the flagr,
On 10/5/18 &t 5:11 p.m., ASM {administrative
. staff member) #1, the administrator and ASi #2,
the DON (Diractor of Nursing) were made aware
of the above findings.
Fagility policy titted, "Guidelines for Disposable
Resident Care ltems" did not address howto
- dispose of soiled briefs or rounding on resident
, rooms.
/ No further information was presented prior to exit,
F 253 - 483.15(h)(2) HOUSEKEERING & F 253

F 253, 12VAC5-371-370

(1) Ceiling tiles in freoms 100,
112 and 120 were replaced,
Floor tiles in 100m 113 and 200
were repaired. The bottom of
the door in room 202 was
painted. The wall in reaom 138
was painted. In room 301 the
wall under the sink was
repaired and painted, the
bottom of the wardrobe was
repaired, the scrape on the
wall was repaired ang painted
and the cable wire in the wall
was covered by a wall plate.

FORN CMS-2567(02-59) Previcus Versions Obsclele Evenl ID: UQB 111
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PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
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-morring meeting. OSM #1

F 253 Continyed From page 38

Observations during the days of the SUrvey
revealed celiling tiles with brown stains i resident
rooms# 100 (five tiles), # 112 {one tile near the
bathroom door), and resident room # 120 {four

Continuing in resident room # 301 behind the "R"
bed the paint is scraped off the wall. Next to the
"A" bedthere is g wire coming out of the wall {this
was identified by OSM {other stafr member) #1,
director of maintenance, as the cable for the
television.)

On 10/6/16 beginning atapproximataly 9:00 a.m

an observation of resident roams # 100, # 112,
113, #120% 138, # 200, # 202, and #301 was
made wilh QSM # 1, OSM # 5, the director of
housekeeping, and OSM #6, the araa manager.
OSM # 1 stated that staff do rounds evary
morning and then report any issues at the

aware that there was an isstie with the roof and
that the stainad celling tiles are a resyt, OSM# 1
stated that the facifity was working on getiing the
roof repaired. At this time a request was made
for any documantation of the roof issye, For the
wire in resident room #301 next to the "A" bed
that was identified as g television cabla Wire,
OSM # 1 stated that the resident had pulled it out
of the wall and thay he {OSM ¥ 1) would have hjs
staff push it back into the

A BUILDING

B. WING
-

STREET ADDRESS, CITYy, STATE, zip COOE
506 THOMPSON STREET
ASHLAND, VA 23003

10
PREFIX
TAG

F253

{(X2) MULTIPLE CONSTRL‘CTION

PRINTED: 10/18,
FORM APPRC
MB NO, 0938

(X3} OATE SURVE
COMPLETEQ

C
16/08/201;

—_—

PROVIOER'S FLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENGED TQ THE APPROPRIATE
OEFICIENCY)

15}
COMpLE
DaTz

2y Al residents have the
potential to pe affected by
inadequate facility
maintenance, The facility wil
complete a 1009, audit of a|
rooms to identify Needed
repairs. Any deficiencies will
be addressed immediate[y.

(3) ED/designee will educate
Maintenance team and other
management staff on the
facility policies & procedures
ensuring Mmaintenance of the
facility. ED wili make weekly
rounds x 3months with the
maintenance director to ensure
facility is clean and equipment
is functional. The maintenance
log will be reviewed 5x weekly
for 1 month to ensure

wall and put a wa plate
FORK CMS-2567(02-09) Pravigus Versions Obsolela Evenl 1D:UaB111 Facility 1D: va0003 If continuation sheet Pags 3814 2¢
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NAME OF PROVIDER OR SUPPLIER
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%4) 10 SUMMARY STATEMENT oF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BZ PRECEDED BY FULL
TAG REGULATORY OR LSC I0ENTIF YING INFORMATION)

F 253 Continued From page 3%

was also made for any
# 1 wanted to present,

During an interview

on 10/5/18 at 11:25 a.m. with

LPN (licensed practical nurse) # 2, LPN # 2 as

asked how maintenance issues are
comrmunicated to the m
siated that if there are a
rieed to be repaired one
maintenance craw when
hallway. LPN# 2 further
maintenance department
requests and to getting re

ny issues with

During an interviaw on 1 0/5/16 at 2:30
- CNA (certified nurse's assistan
was asked how maintenance
communicated to the mainten
stated that staff can just page

they come and take care afth

e issues

aintenance staff. LPN# 2

iterns that

can just grab one of the
One sees them in the
Slated that the

IS very responsive to
pairs compieted.

p.m. with

H#2 CNazo
issues are
ance staff. CNA #2

. CNA# 2

further stated that staff can write tha issuein the

communication hook - that way when
mairtenance comes to the u
you they can just fook in the
stated the maintenance staff
During an interview on 10/6/16 at 6:25
LPN#1T LPN#1 was asked h
issues are communicated to th
staff. LPN# 1 stateq that there |
also staff can call the maintenan
but staff should always put the r
book too. LPN# 1 stated that
Very good about getting anyre

e

FORM CMS-2557(02-99) Previous Verslons Obsoleta

nit if they cannot fing
book. CNA# 2
is excellent,

a.m. with

oW maintenance
mairtertance

s a log book and
ce depariment
equest in the log
mainienance js
quests completed.

Evanl 10: UGB {1

PRINTED: 10/18/201¢
FORM APPROVEL
OMB NO. 0933-03g1
(X2) MuLTIPLE CONSTRUCTIGN (X3) 0ATE SURveEY
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- WIN
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10 PROVIDER'S pray OF CORRECTION {x5)
PREFIX (EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THz APPRO PRIATE ATE
OEFICIENCY)
F 253

compliance with repairs and
then weekly x 1 3 Mmonths,

(4) The Quality

Asslra nce/Performance
Improvement (QAPI) team wili
conduct periodic audits to
identify any noncompliance.

Completion Date- 11-7-16

Facility 10: vAQG0a
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During an interview on 10/6/16 at 10:10 a.m.,

- ASM (administrative staff member) # 1, the
administrator, was made aware of these
observations and a request for any policies was
made at this time. An opportunity was given to
present any docurmentation that was availahle.

Review of the facility "Maintenance” Dolicy
presented by ASM # 4, Regional director, on
- 10/6/18 at 1:10 p.m. documented the following:
" under "Policy” "The facility's physical plant and

identify areas/items in need of repair.” Under
"Procedure: The Director of Environmental
+ Services will follow all policies regarding routine
- periedic maintenance. The Director of

of the building to ensure the plantis free of

" hazards and In proper physical condition. All
employees will report physical plant areas or
equipment in need of repair or service to their
supervisor. All items needing maintenance

' the Maintenance Repair Request form
it the maintenance office. Environmental
Services personnsl will check for completed

prioritized and completed according to need. If
" unable to complete the requestina reasonable

the current status and further resolution,”

the survey.

equipment will be maintained through a program
of preventive maintenance and brompt action to

. Environmental Services will periorm daily rounds

. assistance will be reported to maintenance using
- (AttachmentA). The form will be completed and
placed in a designated area on the nursing unit or

+ forms throughout the day. The Requests will be

period of time, the originator will be notified as to

No further fnform ation was provided by the end of

AND PLAN OF CORRECTION IDENTII:ICATION NUAMBER: A. BUILDING COMPLETED
—_—
C .
4958352 B. WING 10/08/2018
—_—
NAME OF PROVIDER OR SURPLIER STREETADDRESS, CITY, STATE, 21P CODE —
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$8=D ACCURACY/COORDINATJON/CERTIFIED

. The assessment must accurately reflaci the
: resident’s status.

Aregistered nurse must conduci or coordinate
each assessment with the appropriate
participation of health professionals,

Aregistered nurse must sign and cerilfy that the
‘assessmentis completed.

" Each individual who completes a portion of the

that portion of the assessment,

willfully and knowingly ceriifies a2 material and
false statement in a resident assessment Is

willfully and knowingly causes another individual
to certify a material and false stalementin a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does né;t constitute a
materiat and false statement.

This REQUIREMENT s not met as evidenced
by:

, clinical record review and in the course pf
complaint investigation, it was determined that
the facility failed to maintain 2 complete and
accurate MDS (minimum data set) assessment
for one of 32 residents in tha survey sample,

assessment must sign and certify the accuracy of

Under Meadicare and Medicaid, an individug| who

subject to s civil money penalty of not more than
$1,000 for each assessment; or an individuat who

Based on staff interview, facility document raview

{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIOER'S PLAN OF CORRECT 101 s
PREF [ (EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (BACH CORRECTIVE ACTION SHOULD gi CoMbLETON
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 0 THE APPR O e ]
OEFICIENCY)
F 278 483.20(g) - (j) ASSESSMENT F 278

F278
= (1)Resident #1 has been
interviewed by Social Work.

(Al residents within the

facility have the potential to be
affected by failure to complete
MDS assessments Completely.

(3) The facility's Policies and
Procedures rejated to the
appropriate completion of the

MDS processes will be

reviewed relative to the RAI
manual. Appropriate staff will

be educated regarding said
Policies/Procedures and the
importance of compliance.

MDS coordinator wil conduct
audits weekly X 3 months to
ensure MDS assessments are
complete

4. Compliance will be

monitored via the Quality 5
Assurance Performan ce
Improvement (QAPI) process.
Results will be reporied at the
monthly QAP meeting as
appropriate.

Completion Date: 11-7-16
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Resident #1.

The facllity staff faileg to attempt an interview

with Resident 1 io complete Section C,

Cognitive Patterns, on Resident #1's quartarly

assessment with an ARD {assessment reference
. date) of 7/27/16.

The findings include:

Resident #1 was admitied to the facility on
10728115 with diagnoses that included, but were
not limited to; cerebral infarction (injury to the
brain), aphasia {difficulty speaking), dysphagia

- {difficulty swallowing) and asthma (a diseass of
the lungs).

The most recent MDS assessment was g
significant change assessment with an ARD of
8/19/16. On the Brief Interview for Manta] Status
{BIMS})in Sediion C, Cognitive Patterns.

¢ Resident #1 was coded as athree out of 5

possible 10 indicating that Resident #1 was

: significantly impaired with Cognitive skills for daily

decision making. Section B, Hearing, Speech

- and Vision, coded Resident #1 as sometimes
undersiood and usually understands.

Section C of Resident #1's quarterly MDS with an
ARD of 7/27115 documented, "C0100. Should
Brief Interview for Menta Status be Conducted? -
Attempt to conduct interview with all residents." A
"0" was entered indicating that residant was
unable to complete an interview. A staf
assessment was conducted and completad,
Section B, Hearing, Speech and Vision, coded
Resident #1 as sometimes understood and
usually understands.

FORM CMS-2367(02-99} Pravious Versions Obsolota Evenl ID:uGa111 Facility ID: yacaos If continuation sheet Page 430 12¢
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On 10/4/16 =t 4:15 p.m. Resident #1 was
observed lying in her bed, watching the television.
When this surveyor enterad Resident #1's roam
she smilad and when asked how she was
Rssident #1 did nat speak but dig put a thumbs

- up, indicating all was well,

On 10/5/16 5t approximately 11:06 a.m. an

interview was conducted with OSM (other staff

- member) #14, the social worker. OSM #14 was

~asked to state the sections of the MDS that she
was responsible for completing. OSM #14 stated
that she was responsible to complele Sectieng C,
D, Eand Q. OSM #14 was asked whather or not

'sheinterviewed the residents to complate any of

- those sections. OSM #14 stated, "l do resident
interviews for Sactions C and D" OSM #14 was
asked whether or not there were any situations
that would prevent her from attem pling to
interview a resident for those sections. OSM #14
Stated, "We always atiempt to conduct an

- interview, if the resident is nonverbal then we
move to the staff assessment * OSM #14 was

- asked under what circumstances an interview
would not be sftemptad to com plete Sections ©

~and D. OSM #14 stated, "We Wwould not attempt

- @n interview if the resident was in a vegetafive

“stated.” OSM #14 was shown Schedule C of

i Resident #1's MDS assessment with an ARD of
7/27116 and asked whether or not an interview

- was attempted on Resident #1, OSM #14 stated,

- "l did not do that MDS assessment but an

- Interview should have been attempted, the coding
is incorrect, the response should have heen "

“(one) and then we could mave to the staff
assessment.” OSM #14 was asked what she
used as a reference guide to complete the MDS
sections that she was responsible for. QS #14

. stated, "I refer to the RAJ (residentassessment
FORM CMS-2587(02-99} Previaus Versions Obsoleta Event 10: 1QB144 Facility 1D: VAGGDS If continuation sheg) Page 44 of 126
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F 278 Continued From page 44
insfrument) to complete my MDS sections.

“An end of date meeting was conducted on
10/5/16 at 5:15 p.m. with ASM (administrative

~ staff member) #1, the administrator, and ASM #4,
the regional director of nursing services. ASM #1
and ASM #2 were made aware of the aboye
findings, -

. No further information was provided prior to the
* end of the survey.
F281: 483.20(k)(3)(i) SERVICES PROVIDED MEET
8S=D PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet profassional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Byased On Observation, staff interview, facility
document review and clinical record review, it
was determined that the facility staff failed to

- follow professional standards of practice for one
of 32 residents in the survey sample, Resident

- The facility staff signed off physician-ordered
knee braces as though the orders were followed
for Resident #3 on 10/5/16. Gbservation
revealed thal the braces were never applied that
day.

: THe findings include:
Resident #3 was admitted to the facility on

8/31/15, and most recently readmittad on
11/13/15, with diagnoses including,

FORM CMS-2357(02-8G) Pravious Versions Obsoletz

but not limited -

Event 10: UQR111
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PROVIDER'S ELAN OF CORRECTION X5

PREFIX (EACH CORRECTVE ACTION SHOULO BE cm-ul::_s)now
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QEFICIENCY)
F278

F281

1. Resident #3 s wearing knee braces
as tolerated per MD order.

2. Residents with orders for assistive
devices have the potential tc be
affected. DCs conducted
observations of residents with
assistive devices ang none were
found to be out of compliance with Mp
order.

3. Staff education has been provided to
staff on following MD orders. Weekly
audits to be conducted on following
md orders for assistive devices x3
months to ensure compliance.

4. Director of Clinical Services /designee
will report results of audits to the
Quatity AssurancefPerformance
Improvement (QAP) monthly for
review and recommendations

Completion Date: 1 1-7-16

Faciliyy 10: vAQg0s
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to: multiple scierosis (1), cognitive Impairmant,
contractures (2), and diabetes. On the most
recent MDS (minimum data set), a significant
change assessment with an assessment
reference date of §/4/18, Resident #3 was coded
as having no cognitive impairment for Imaking
daily decisions. He was coded as being
functionally limited in range of motion on both
sides of his lower extremities (legs}, and as
having received restorative nursing services for
passive range of maotion and bad mobility during
the look back peried.

On 10/5/16 at 8:30 am., 10:00 a.m. and 1:30
p-m., Resident #3 was observed lying in bad: he
did not have a knee braces applied. Both of
Resident #3's knees were bent, and his lower
legs were pulled up close to his upper legs in
contractures Attempts to interview Resident #3 at
these timas were unsuccessful.

A review of the physician order sheet for Resident
#3 revealad the fellowing arder, most recently
sigried by the physician on 8/27/16: "Patient to
wear knee brace to both knees daily from 8am
(8:00 a.m.) to at 2:60 p.m. (sic) - Pleasa check
skin before applying and after removing brace."

Areview of the TAR (fr=atment administration
record) for Resident #3 revaaled nurses' initials in
the boxes indicating the knee braces were
applied and removed as ordered on 10/5/18.

Areview of the comprehensive care plan for
Resident #3 dated 9/16/16 and most recently
updated on 9/22/18 reveeled, in part, the
following: "Bilateral knee braces as ordered "

On 10/6/16 at 10:10 a.m., LPN (licensed practical

(%4) 10 SUMMAR‘:F" STATEMENT OF DEFICIENCIES I[») PROVIDER'S PLAN OF CORRECTION o
FREFIX (EACH DEFICIENCY MUST BE PRECED EDBY FULL FREFIX (EACH CORRECTIVE ACTION SHO ULDBE COMFLETION
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DEFICIENCY)
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nurse)} #10 was interviewed. She stated that
Resident #3 refused to have the knee braces
applied earlier that morning (10/6/18). When
asked if Resident #3 frequently refuses the kriee
braces, LPN #10 stated- "He is more likely ta
refuse them if he Is not up in his wheelchgjr.
When asked if the resident's refusals should be
documented, LPN #10 stated: "Yes. it should be

TAR for 10/5/16, LPN #10 stated: "It looks like
the braces were put on and taken off fike the
order says to do." When informed of the

surveyor's obsarvations on 10/5/16, LPN #10
stated: "You should not ever sign off [hat

- something was done if you don't know for sure it
was done, or if you know for sure it wasn't dope
When asked why Resident #3 has the knee
braces ordered, L PN #10 stated: "He has reafly
bad contractures. The braces heip keep them
from getting worse."

- On 10/6/16 at 10:35 a.m., CNA (certified nursing
assistant) #14 was interviewed. She stated that

“sheis the aide who provides restorative nursing

" services o residents, including Resident #3. She
stated that she never applies the knee braces.
She stated she was not even aware that Resjdent
#3 had an order to waar knee braces, She stais

" she occasionally works with the resident on

" Ppassive range of motion and bed mobility. She
stated she did not recall & time when Resident #3
had been wearing knee braces.

On 10/6/16 at 1:40 p.m., ASM #1, the
administraior, and ASM #2, the director of
nursing, were informed of these concerns.

Acreview of the facility policy entitlag "Physician
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accurate nursing docu
physicians' orders,

- No further information
(1) "An unpredictable
nervous systam, multi

-Tange from relatively

between the brain an

autoimmuns disease
through its immune s
- aftack agzinst its own tissues. In th
Itis the nerve-insulating myelin tha
~assault. Such
UNKNown envyij
This information is tak
http:/Mww,ninds .nih.
osis/multiple_s clerosis.htm.
" (2) "A contracture develo
- stretchy (elastic) tissues
. non-stretchy (inelastic) fiber-

prevents normal movement,

 The following
: Pemry's Fundamentals
(2008, p. 477): "Docu
- written or printed that
proof for authorized p
within a client medical record is a vital
nursing practice. Nurs
accurate, comprehensive, an
retrieve critical data, mainta;

d flexible

standards of nursing practice.
client record provides g detailed

level of quality of care delivered to the
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disease of the centra|

ple sclerosis ( MS) can
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- disabling to devestating, as comm Unication

d other parts of th
disrupted. Many investigators believe MS to be an -
-- One in which the body,
ystem, launches g defensiva
€ case of MS,

t comes under :
assaults may be linked to an
ronmental trigger, perhaps a virus."
en from the website
gov/disorders/multiple_scler

e body is

ps when the normally
are replaced by

like tissue. Thig
“tissue makes it hard to stretch the area and

quotation is found in Potter ang
of Nursing, 6th edition
mentation is anything

is relied on as record or
€rsons. Documentation

aspect of

ing documentation must ba

enough to

N coniinuity of care,
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account of the

clients.”
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F282: 483.20(k)(3)(ii) SERVICES BY QUALIFIED
$8=D . PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written pian of

care.

- This REQUIR EMENT is not met as evidenced

by:

Based on stafr interview, clinjcal record review
and facility document review, it was determined
that facility staff fajled to follow the written plart of

care for three of 32

sample, Resident &'

1. The facility staff faijled

residents in the gy
811,13, and 3.

rvey

to follow the care plan

and administer antibiotics per Physician's order

- Tor Resident #11 oh
shift,

- {right and feft) hand

Resident#13.

b. Facility steff faiied
. beil, a Breathcall Cord
documented in the comprehensive care plan for

8/28/18 through 9/30/4 8, 3-11

2a. The facility staff failed to provide bilaterai

splints as documented in the

comprehensive care plan for Resident #13.

to position the adaptive call
{1} within réach as

3. The facility staff faijed to apply knee braces to
Resident #3's biiatera knees per the

comprehensive care plan and Physician orders,

The findings inciude:

1. Resident #11 was admitted to the facility on

7/15/15 wiith diagno

L__

ses that included but WEers not
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adverse affects due to Missed
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-resident was medicated with as needed
oxycodone per physician's orders from 8/12/18
through 8/22/16. The back of the MAR
documented the medication was effective.

- order to discontinue MS Contin and change the
- oxycodone order to scheduled oxycodone 10 mg
- every four hours.

. A physician's note dated 8/25/15 documented,
"Few days ago, he was having issues with his
pain medications. MS Contin was discontinued
and his oxycodone was scheduled to routine
rather than p.r.n. and has helped his
symptoms..."

- On 10/6/16 at 11:10a.m., a telephone interview
was conducted with OSM (other staff mernbar)
#16 (pharmacist). OSM #1g was asked if the

review the notes in the pharmacy computar
. system. OSM #16 stated the pharmacy did
- receive a prescription for Resident #23's MS

was clarified on 8/12/16. OSM #16 stated the
“ physician ordered generic M3 Contin but
Resident #23's insurance plan preferred the
brand name medication Kadian; therefore, the
- resident's physician would have needed to

O3SM #186 stated it didn't look like the prior
authorization was completed.

- On 10/6/16 at 1:00 p.m., ASM (administrative
staff member) #2 (the director of nursing) was

" A physician's order dated 8/22/16 documented an

pharmacy received any prescriptions for Residant
: #23's MS Contin, OSM#16 stated she needed to

- Contin but the prescription had to be clarifieg and

complete a prior authorization for the medication,

made aware of the above findings. This surveyaor
. requested to speak to Resident #23's physician to -

A BUILOING COMPLEI’EI
C
485352 8. WING 10/08/2¢
—_—
NAME OF PROVIOZR OR S UPPLER STREET AQORESS, CITY, STATE, 2P Coge——————00/20
905 THOMPSO EE
ASHLAND NURSING AND RERABILITATION THOMPSON STREET
ASHLAND, VA 23005
(X4} ID SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION M
PREFIX (EACH DEFICIENCY MUST BE PRECEQSD BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULO BE cowl:vL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE o
CEFICIENCY)
F 385 Continued From page 99 F 385
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. obtain darification as to why the physician didm'

, address the insurance concern regarding the
resident’s MS Contin when notified on 8/14/16

: (per the nurse's note) and why the pain

* medication wasn't addressed until 8/22/16 when

 the resident's MS Conin was discontinued and

; oxycodone was scheduled. ASM #2 stated

- Resident #23's physician was out of the country

identify which physiclan the nurse spoke to on
8/14/16. ASM #2 stated she would contaci
Resident #23's physician.

-On 10/6/16 at 225 p.m., a tetephone interview
s was conducted with ASM {administrative staff

stated he wanted to put Resident #23 on long
acting pain medication and insurance wouldn't
pay for that type of medication but the resident
was already receiving as needed Oxycodone.
ASM #5 stated, " insurance doesn't pay what

_ priar authorization regarding the resident's M3

- Contin, ASM #5 stated he couldn't remember if
he filled one out, ASM #5 stated the resident

: wanted pain medication that wasn't covered by
Insurance so he (ASM #5) had to cancel the MS
Contin order and schedule oxycodone. When
asked why this wasn't addressed or done
between 8/14/16 and 8/22/1 B, ASM #5 stated, "
don't know. 1 don't know what to say,”

On 10/8/16 at 2:26 p.m., ASM #2 was made
- aware of the above findings,

; On 10/6/16 at 3:18 p.rm., another interview was
conducted with ASM #5 ASM #5 stated he
wanted fo put Resident #23 on long term pain

“during that time period and she (ASM #2) couldn't

- member) #5 (Resident #23's physician), ASM #5
. Was made aware of the above findings. ASM #5

;. can wedo?" ASM #5 was asked if he received g

RECEIVED
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F 385 : Continued From page 101

i medication but the resident's insurance didn't

- cover that fype of medication. ASM £5 stated

. Fentanyl made the resident too sleepy and
insurance didn’t cover other long term pain
medications so the resident was switched to

: oxycodone.

" the websita:

65F6

(2) Oxycodone is used to treat pain. This
- information was obtained from the website:

87

: https:/!medlineplus.gov/paralysis.html

{4) Fentany! patch is used to treat chronic pain.

F 431 | 483.60(b), (d). (¢) DRUG RECORDS,
§5=E | LABEL/STORE DRUGS & BIOLOGICALS

. of records of receipt and disposition of zj]
controlled drugs in sufficient detail to enable an

records are in order and that an account of aj]

+ No further information was presented prior to exit.
- {1) MS Contin is indicated for the management of
' severe pain. This information was obtained form

: hﬁps:/!dailymed.nlm.nih.govfdailymed!druglnfo.cf
m7setid=£0472C35-3 F44-42E2-9B75-37B2E9FF

? https:/!o'ailymed.nlm.nih.govfdailymed/druglnfo.cf
m?setid=5999f303—3225—4d24—82cd—0b8d7&3095 .

(3) Quadriplegia is paralysis of the arms and legs.
. This information was obtained from the website:

! This information was obtained from the website:
https:!!dailymed.nlm.nih.gov!dailymed/druglnfo.cf :
: m?setid=9baf2912-9dof-41 2a-8fbf-61716a4f91ed °

The facility must employ or obtain the services of
: alicensed pharmacist who establishes a system

accurate reconciliation: and determines that drug

F 385

F 431

1. All controlled drugs are stored behing
double locks on 3/3 units in the facility,

2. No residents were affected by this
deficient practice. i

|
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- controlted drugs is maintained and
“reconciled,

periodically

Drugs and biologicals used in the facility must be
tabeled in accordance with currently accepted
professional principles, and include the

- appropriate accessory and cautionary

- instructions, and the expiration dats when

. applicable,

In accordance with Stzte and Federal laws, the
facility must store all drugs and biologicals in
tocked compartments under proper temperature
- controls, and permit only authorized personnel to -
“have access to the keys.

- The facility must provide separately locked,

. psrmanently afiixed compartments for storage of

- controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject io
abuse, except when the facility uses single unit
package drug distribution systems in which the :

: quantity stored Is minimal and a missing dose can

-~ be readily dstected.

This REQUIREMENT is not met as eviderced
by:

Based on observation, staff interview and facility
document review, it was determined that the
facility staff failed to store controlled substances
safely in two of three medication rooms, the
medication rooms on the 100 and 200 hallways.

The facility staff failed to store Lorazepam
+ Marinol (2) behind double locks in the 100
hallway medication room.

(1} and

4) 10 SUMMARY STATEMENT OF OEFICIENGIES 0 PROVIOER'S PLAN OF CORREGTION P
PREFIX {FACH OEFICIENCY MUST BE PRECEQEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD ag comlpaslnom
TAG REGULATORY OR LSC IOENTIEYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
OSFICIENCY)
F 431! Continued From page 102

F 431

Staff has been educated on
maintaining controlled drugs behind
double locked procedure. Audits to be
conducted daily x1 month and then
weekly x2 months of locked conrolled
drug storage system to ensure
compliance.

Director of Clinical Services /designee
will report resuits of audits to the
Quality Assurance/Performance
Improvement (QAP) monthly for
review and recommendations

Completion Date: 11-7-16
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F 431 Continued From page 103 E 431

. The facility staff failed to store Lorazepam behind
- double locks in the 200 hallway medication ro om.

: The findings include:

- On 10/6/18 2} 11:55 a.m., observation was Mmade
of the medication room on the 100 hallway., LPN
(licensed practical nurse) #1, tha unjt manager,

- accompanied the surveyor on the observation.

¢+ LPN #1 unlocked the medication room. When

» the surveyor asked LPN #1 to unlock the

' medication refrigerator, LPN #1 was ableto open
the refrigerator without unlocking it. She opened

- an unlocked drawer and showed the surveyor sjx
0.25 m! (milliliter) syringes of Lorazepam and 118
Marinol tablets (2.5 mgs [milligrams] each).
When asked if the Marinol and Lorazepam are

considered to be controlled substances, LPN #4

~ stated: "Yesthey are.” When asked how these

. medications are to be secured, LPN #1 siated:

* "They should be behind two locks, I'm not sure

. what happened here "

On 10/8/168 at 12:05 p.m,, observation was made
of the medication room on the 200 hallway. LPN
. #3 accompanied the surveyor on the observation,
- LPN #3 unlocked the door to the madication
-room, When the Surveyor asked to see ths
- narcotics in the refrigerator, LPN #3 opened the
“unlocked refrigerator and showed the surveyor
four botiles of Lorazepam Intensol. The bottles
had the following amounts remaining: 25 mls, 18
mis, 30 mls and 30 ms. LPN #3 was asked if
Lorazepam is considered 3 comtrolled substange. _
' She stated: "Yes." When asked how controlled
substances are to be secured, she stated: They
" are supposed to be locked.”
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' On 10/6/16 at 1:40 p.m.. ASM #1, the
adminisirator, and ASM #2, the director of
" nursing, were informed of these concerns.

- Areview of the facility policy entitled "Storage and

- Expiration of Medications, Biologicals, Syringes

' and Needles" revealed, in part, the follawing:
"Facllity should ensure that Schedule I - v

- cantrolled substancas are only accessible to

“licensed nursing, pharmacy and medical
personnel designated by facility. 'After receiving
contralled substances and adding fo inventory,

- facility should ensure that Schedule Il - v
confrolled substances are immediately placed

. Into a secured storage area...in all cases in

: accordance with Applicable Law...Facility should
store Schedule Il controlled substances and other

. medications deemed by facllity to be at rigk for
abuse or diversion in a separate compartment
within the locked medicaticn cafis and should

_have a different key or access device."

! No further information was provided prior to exit,

(1) "Lorazeparn is used to relieve anxiety.

- Lorazepam is ina class of medications called

: benzodiazepines. It works by slawing activity in

. the brain to allow for relaxation.” This information
is taken from the National | nstitutes of Health

- website

. <https:/iwsw.nlm.nih,
eds/ab82053.html>,

govimead| ineplus/druginfo/m

(2) "Dronabinal (Marinal) is used to treat nauses
and vorniting caused by chematherapy in people
- who have already taken other rmedications to
 treat this type of nausea and vomiting without
good results. Dronabinol is also used tg freat loss -
of appetite and weight loss in people who have

(41D SUMMARY STATEMENT DF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION )
PREF|X (EACH DEFICIENCY MUST BE PRECEDED By FiLL PREFIX (EACK CORRECTIVE ACTION SHOULD BE COMPLE
TAG REGULATDRY DR LSC IDENTIFYING INFO RMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE AT}
DEFICIENGY)
F 431 Continued From page 104 F 431
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F 431 Continued From page 105

- acquired immunodeficiency syndrome {AIDS).
Dronabinol Is in a class of medicatiens called

- cannabinoids. It works by affecting the area of the
“brain that controls nausea, vomiting, and
“appetite." This information is taken from the

. website

- https://m edlineplus.gcv/druginfo/meds/af507054.h
tml

"Dronabinol is a Schedule 3 medication ...Has a
potential for abuse less than those jn schedules 1|
and 2. Has a currently accepted medical use in
treatment in the United States. Abuse may lead to
moderate or low physical dependence or high
psychological dependence.” This information i
" taken from the website
: https:/!www.drugs.com/prolmarinol.html.
F 441  483.65 INFECTION CONTROL, PREVENT
ss=g .  SPREAD, LINENS

. The facllity must establish and maintain an

+ Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

. to help prevent the davelopment and transmission
- of disease and infection,

- (a) Infection Control Program
' The facility must establish an Infection Control
* Program under whichit - :
. (1) Investigates, controls, and prevents infections
= in the facility;
(2) Decides what procedures, such as isolation,
' should be applied to an individual resident; and
{3} Maintains a record of incidents and corrective
actions related to infections.

. (b) Preventing Spread of Infection
" (1) When the Infection Control Program

F 431

F 441

F441

(1)Facility infection control log
is complete and current,
Resident #3 has a new and
clean wheelchair cushion and
armrest. Resident #14 hag
clean fall mats in place.
Bathroom between rooms 132 :
and 134 is free from soiled
briefs and odor,
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. determines that a resident needs isolation to
_prevent the spread of infection, the facility must
: isolate the resident,

(2) The facility must prohibit employees with a
- communicable disease or infected skin lesions

direct contact will transmit the disease,
(3) The facility must require staff to wash iheir

- hand washing is Indicated by acceptad
- professional praciice,

{c) Linens

Personnal must handle, store, process and

fransport linens so &s to prevent the spread of
. infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, facility
. document review, and clinical record review, it
i was determinad that the facility staff failed to

: evidenced by incomplete rmonthly infection logs
: from January 2016 through August 204 B; and

- two of 32 residents in the survey sample,

(Residents #3 and #14); and failad maintain a

“resident bathroom in a clean manner to prevent
the spread of infection (resident bathroom -

. between rooms 132 and 134},

1. The facility staf failed to have complete
infection control logs. The infection logs from
January 2016 through August 2016 were
incomplete.

L

from direct contact with residents or thair food, if

hands after each direct resident contact for which

~maintain an effective infaction control program as

-failed to implement infection control practices for

(2) Residents that reside in the
facility have the potential to be
affected by poor infection
control practices. DCS has
conducted wheelchair
inspections and found none to
be dirty or in poor condition.
Fall mats have been inspected
by DCS and none have been
found dirty. Bathrooms have
been inspected by DCS and no
soiled briefs were noted.

(3)Staff education will be
provided on infection
handwashing to staff. Weekly
audits of the Infection control
log will be done x3 months.
Audits will be conducted
weeklyx3month of wheelchajrs.
Audits will be conducted
weeklyx3months of fal| mats,
Audits will be conducted twice
a week and then once g week
X2 months of bathrooms in the
facility.

(4) The Quality
Assurance/Performan ce
Improvement (QAPI) team will
conduct periodic audits to
identify any nencompliance,

Completion Date: 11-7-16
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2. The facility staff failed to provide wheelchair

armrests and cushions in good repair, allowing

them to be cleanad to prevent transmission of
- infection for Resident #3.

- 3. The facility staff failad to provide fall mats in
- good repair, allowing them to be cleaned to

- Prevent transmission of infection for Resident
(H#14,

" 4. Facility staff failed to ensure the resident

- bathroom between rooms 132 and 134 was free
from a soiled brief on the floor causing

: contamination.

The findings include:

- 1. The facility staff failed to maintain a complete
infection control program.

: The review of the monthly facility infection logs

t from January 2015 through August 2016 was
conducted. The following was documanted:
January 2016: 45 infections were documented,
only four of them had the “site" of the infection

" documented. There were only two results of

 Cultures documented. The column for “isolation -

' Yes/No" was blank, none recorded.

. February 2016: 38 infections were documented,
Only four had the “site” of the infection
documented. There were only four results of
cultures documented. The column for "isolation -
Yes/No" was documented for four infections, the

. others were blank.

- March 2016: 41 infections were documented.
Fourteen had the “site” of the infection
documented. There were no culture results

(X4} 10 SUMMARY STATEMEEJT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORREZTION .
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHSULD BE couﬁﬁmn
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE QATE
OEFICIENCY)
F441 Continued From page 107

F 441

FORM CMS-2567(02-99) Pravious Versions Obsclete Event 10:UQB111

Facility 10: vAnDOS

Rﬁ%tﬁagﬁ;@t Page 108 of 126

NGOV 013 2016
VORH/OLG



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 1071¢
FORM APPR:
MB NO. 0938.

documented. Two residents were docum ented
' as having been placed on Isolation. The other
Spaces were blank.
- April 20186: 28 infections wera documented. Ten

- Was one documented organism, There weare

- 0n isolation or not on isolation, the others were

_blank.

| May 2016: 33 Infections were documented.

- Seventeen had the "site" of the infection

- documented. There was one documented

- organism. There were 11 blanks astoifa
resident was placed on isolation or not on
isolation, the others were blank.

failed to documnent the "site" of the infection.

. There were four documented organisms. There
was no documentation jn the column for if a
resident was placed on isolation or not on
isolation, the others were blank,

July 2016: 40 infections were documented,

- Eleven documented the "sitg" of the infection,

" Only three organisms were documented. There
were 18 documented in the column for if a

‘resident was placed on isolation or not on

:isolation, the others wera blank,

: August 2016: 49 infections were documented.

*One had the documentad "site" of the infection,

- There were no organisms documented. There

~were 15 documented in the column for if a
resident was placed on isolation or not on

isolation, the others were blank

“ An interview was conducted with administrative
< stafi member (ASM) #2, the director of nursing:
-on 10/6/16 at 11:10 a.m. ASM #2 reviewsd the

: tracking logs with this surveyor. When asked if

“had the "site" of the infection documented. There :

- sixteen columns checked if aresident was placed

-June 2016: 18 infections were docum ented. One

the site of an infection should be documented on
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the tracking logs, ASM #2 stated, "Yes." When
"asked if a culture was obtained, should that
! Information be on the tracking forms, ASM #2
stated, "Yes." When asked if tha organism should
: be completed on the form if a culture was done,
ASM #2 stated, "Yes." When asked who
. completes these tracking logs, ASM #2 stated, "
' just took over them two weeks ago. The person
: who did them previously is no longer employed
here." When asked the purpose of tracking
 infections in the building, ASM #2 stated, "it's to
track and trend areas as to what education is
needed if we see a rise in a certain type of
infection.”

. The facility policy, "Infection Control Surveillance"

- documented, "The infection Contro! Committee js

: responsible for oversesing the Infection Control

‘Surveillance monitoring and evaluation process.
Important aspects of care are identified and
surveiliance indicators are chosen, Indicator data

. is collected, analyzed and reported to the

“Infection Control Commitiee and the Performance

- Improvement Committes...Procedure: 1. The

! Infection Controf Committee (ICC) directs the

“infection control program and maintains minutes

: of all activities. The scope of surveillance

‘includes: a, establishing baseling Nosocomial

- infection rates. b. Review of microbiological

:Teports. c. Review of resident infections to

- determine whether an infection is nosocomial,

- using the CDC (Center for Disease Control)

| guidelines. d. Review and analysis of surveiliance

' data to include: i, Infections due to unusual

- pathogens. ii. Clusters of infections. iii. Unusuat

: epidemics. iv. Nosocomial infection rate exceeds

-~ the baseline. v. Infections, populations or policies

¢ which are: a. high risk. b. High volume. c.

- Problem prone.” :
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. The administrator was made aware of the above
- findings on 10/6/18 at 11:44 am.

5 No further information was provided prior to exii.

I 2. The facility staff failed to provide wheelchair
! armrests and cushions In good repair, allowing
- them to be cleaned tp prevent fransmission of
- infection for Resident #3,

- Resident #3 was admitted to the facility on
8/31115, and most recently readmitted pn
©11/13/15, with diagnoses including, but not limited -
. to: multiple sclerosis (1), cognitive impairment,
. confractures (2), and diabetes. On tha most
. recent MDS (minimum data set), a significant
change assessment with an assessment :
' reference date of g/4/4 8, he was coded as having
No cognitive impairment for making daily :
decisions. The resident was coded as using a
: wheelchair for moving around his room and the
- unit during the look back period.

- On the following dates ang times, Resident #3

- was observed lying in bed: his motorized

- wheelchair was located at the foot of the bed:

* 10/4/18 at 4:10 p-m.; 10/5/16 at 8:30 a.m. and

1 10:00 a.m. Attempts to intsrview Resident #3 at

- these times were unsuccessful, Both the

. wheelchair armrests were covered with a lamb's
wool material. The covering was matted and
soiled, The COVerings were secured to the arms
with duct tape. The tape was chipped angd

L - peeling off in places. The hack cushion was raw
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: foam rubber with no covering, The foam rubber
i was soiled and worn,

. On 10/6/16 at 10:30 a.m., LPNs (licensed .

practical nurses) #14 and #10, and CNA (certified

+ nursing assistant) #14, accompanied the surveyor
to look at Resident #3's wheelchair. When asked

to describe the armrests, LPN #14 stated: "It

: Needs new arms.” LPN #14 stated: "ltis nasty

{looking." All three staff members agreed that the

! back cushion shoutd have a cover, both for
appearances and for comfort for the resident.

“When asked if the armrests and back cushion
could be cleaned, all three staf members said
they could not. When asked why this was
imporiant, LPN #10 stated: "For infection

- control.” LPN #10 stated that she would notify

- therapy servicas to replace the armrest covers
and the back cushion immediately.

On 10/6/16 at 1:45 p.m., ASM #1, the
administrator, and ASM #2, the director of
© nursing, were informed of these concerns.

. Areview of the facility policy entitlied "Equipment
. Repairs" revealed, in par, the following: "l

" equipment in need of repair is returned to the

. vendor oF manufacturer. We do riot repair

. equipment. Itis replaced.”

. No further information was provided prior to exit.

- (1) "An unpredictable disease of the central

| Nervous system, multiple sclerosis {MS) can

- range from relatively benign to somewhat

_disabling to devastating, as cammunication

" between the brain and other parts of the body is
disrupted. Many investigators believe MS to be an
autoimmune disease -- one in which the body,
through its immune system, launches a defensive
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attack against its own tissues, In the case of MS,
it is the nerve-insulating myelin that comeg under
- assault. Such agsaults may be linked to an
- unknown environmental trigger, perhaps a virus."
: This information is taken from the website
*' http://wmm.ninds.nih.gov/disorders/multfple_'scler
- osis/multiple_sclerosis htm,
(2) "A contracture develops when the normally
stretchy (elastic) tissues are replaced by
non-stretchy (inelastic) fiber-like tissue. This
tissue makes it hard tg siretch the area ang
- prevents normal movement,

3. The facility staff failed to provide fall mats in
good repair, allowing them to be cleaned to
pravent transmission of infection for Resident
#14.

- Resident #14 was admitiad to the facility on

- 10/26/12 and most recently readmitted on 1/23/13
- with diagnoses including, but not limited to:

: history of g stroke; COPD (chronic obstructive

. pulmonary disease{ (1), heart disease and
 diabetes. On the most recent MDS (minimum

" dataset), a quarterly assessment with

© assessment reference date 7127116, he was

' coded ag being moderately impaired for Mmaking
- daily decisions. He was coded as having had no
- falls during the look back period.

:On the following dates and times, Resident #14

‘ was observed lying in his bed. On gff

§ observations, fall mats Were prasent on both

- sides of his bed: 10/4/16 at 4:30 p.m.; 10/5/16 at

_ B30 am, and 1:20 p.m. On 4l

. Observations, the grey fall mats were dirly,

* chipped and contained spatters of white pairt
scattered all over the mats.

-.4
[
<
&

3

Co
[

(X2} MULTIPLE CONSTRUCTION
A. BUILOING

B, WiNG
e

PRINTED: 1p/4
FORM APPR
OMB NO. 0933

(X3) 0ATE sSURY
COMPLE TEL

- C
10/08i20-

STREET ADORESS. CITY, $TATE, 7/ COOE
808 THOMPSON STREET
ASHLAND, VA 23005

10 PROVIOER'S P

LANOF CORRECTION

PREFIX (EACH CORRECTIVE ACTION SHOULD BE cougfr
TAG CROSS-REFERENCED TO THE APPROPRIATE D
OEFICIENCY)
F 441

FORM CMS-2567(02-88) Pravious Versions Obsolate Evenl 10: UQB 114 Facifity 10: VADCO8 {f continuation sheet Page 113 of 12¢



DEPARTMENT OF HEALTH
CENTERS FOR MEDICARE

STATEMENT OF OEFICIENCIES
AND PLAN OF CORRECTION

AND HUMAN SERVICES
& MEDICAID SERVICES

(X1) PROVIOER/SUPPLIERICL 1A
IOENTIFICATION NUMBER:

485362

N

NAME OF. PROVIDER OR SUPPLIER

ASHLAND NURSING AND REHABILITATION

X4) 1D SUMMARY STATEMENT OF OEFICIENGIES
PREFLX (EACH OEFICIENCY MUST BE PRECEDEO By FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

F 441 Continued From page 113

- On 10/6/16 at 10:35 a.m., LPNs (licensed
practical nurses) #14 and #1 0, and CNA (certifiad

, hursing assistant) #14, accompanted the surveyor

“to look at Resident #3's wheelchair. When askad
to describe the fall mats, LPN #10 statsd:

- are so dirty.” CNA#14 identifiad the white

- blotches as "old paint” and stated the mats

. should be changed. When asked why it would be

; important for the mats 1o be cleared, LPN #10

, stated: "Forinfection controf,”

0N 10/6/16 at 1:40 p.m., ASM #1, the
- administrator, and ASM #2, the director of
nursing, were informed of these concerns.

No further information was provided prior to exit.

(1) "COPD, or chronic ebstructive pulmonary
: (PULL-mun-ary) diseass, is a progressive
. disease that makes it hard to breathe.
| "Progressive” means th
- time.” This information is taken from the website
5 http://wmnv.nhlbi.nih.gowhealth/health-topics/topic
- sfcopd.

- 4. The facility staff fail
¢ bathroom between roo
* from 2 soiled brief on t
- contamination.

ed to ensure the residant
ms 132 and 134 was free
he floor causing

On 10/4/16 at 1:25 p.m.. tour of the facility was
- Conducted. At 1:30 p.m., the bathroom
“in-between rooms 132 and 134 werg observed to

- have a soiled brief on the floor in the corner,

On 10/4/16 at2
observed on the
bathroom in-betws

p.m., the soiled brief was
floor in the corner of the
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- On 10/4/16 at 2:45 pm., a housekeeping staff

- member (OSM (Other Staff Member) #1 Slwasin

- front of room 132, He was observed to start

* mopping the floor until he noticed the soiled briet.
He zlerted a CNA who worked that

“up the soiled brief, At 2:55p.m., th

. worked that secfion disposed of the soiled brjef,

 responsible for ensuring dirly items like briefs are

- picked up off the floor, OSM #135 stated that if pe

‘sees items like soiled briefs, he will tel] the
nursing staff. OSM #15 stated that he cannot

' pick up soiled briefs and put them i, his trash
because he hasto fravel fo every resident room

! with his cart, When asked if he saw the soiled

- briefin the bathroom in-between rooms 132 and

© 134, OSM #15 stateq that he did. OSM #15

- stated that as soon as he saw the brief, he had

 told the CNA and she picked the brief up off the

“floor, OSM #15 stateq soiled briefs should not bs

"~ on the floor due (o contamination,

On 10/416 at approximately 3:15 p.m., an

Interview was conducted with CNA (certified
- Nursing assistant) #23, When asked how often
on resident rooms, CNA #23
rounds every 1-2 hours. When
nding included, CNA #23 stated
checking on the residentto see jf
 fosee if they are having any

unusual behaviors, making sure residents are

stated that she
asked what roy
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safe, and to make sure rooms ars clean. When

- asked if resident bathrooms are included during

i the rounding process to ensure they are clean,

' CNA#23 stated that resident bathreoms were

» included. When asked if soiled briafs should be
left on the floor of a resideni's bathroom, CNA
#23 stated that soiled briefs should not be on the
floor. CNA#23 stated that it was the nursing staff .

- that was responsible for picking up soiled iterms

: like linen and briefs,

On 10/5/16 at 10:25 a.m., an interview was
conducted with CNA #12, the CNA who was
assigned to rooms 132 and 134 on 10/4/16.
When asked how often CNA's rou nded on
- resident rooms, CNA #12 stated that she roundsd :
every hour and a half. When asked what
rounding included, CNA #12 stated that it
included changing residents or tolleting them,
looking to see if bed or chair alarms are in place,
- making sure call bells are in reach, and to see if
- rooms are clean, When asked if cleanliness of
- rooms included the resident's bathroom, CNA #12 .
- stated that resident's bathrooms were included
. and were checked for trash, clutter and items on
“the ground. When asked if she was the GNA who
picked up the dirty brief in the bathroom between
‘ropms 132 and 134, CNA #12 stated that she
was. When asked if dirty briefs should be on the
. floor, CNA#12 stated, "No, because of .
contamination.” CNA#12 could not recall the last
: time she was in that bathroom but stated that
they have residents who take off their briefs and
- throw them on the foor.

- On 10/5/16 at 5:11 p.m., ASM {administrative
statf member) #1, the administrator and ASM #2,
the DON (Director of Nursing} were made aware

- of the above findings.

FORM CMS-2367(02-95) Previaus Versinas Dbsala(s Evenl ID:UQB1{11

Facility 1D: VAODDE Il cantinuagon sheet Page 116 0f 1



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 1g/1g
FORM APPR(

OMB NO. 0838.

STATEMENT OF DEFICIENCIES (X1} F’ROVIDER’SUPPLIER!CLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

495362

(X2) MULTIPLE CONSTRUCTION

A. BUILLDING
—_— .
B. WING
- -

(X3) 0ATE sURvE
COMPLETED

C

NAME OF PROVIDER OR SUPPLIER

ASHLAND NURSING AND REHABILITATION

STREET ADDRESS, CITY, STATE, Z/p CODE
805 THOMPSON STREET
ASHLAND, VA 23005

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)
F 441 Continued From page 115_
:‘ No policy could be provided regarding the ahove
concern.
: Nofurther information was presentad prior to exit.
F 485 : 483.70(h)
S8=E SAFE/F UNCTIONAL/SANITARY!CO MFORTABL
N

{ EENVIRO

- The facility must provide a safe, functional,
" sanitary, and comfortable environment for
. residents, staff and the public.

“This REQUIREMENT s not met as evidenced
by
Byased on observation and staff interview, it wag
determined that the facility staff fafled to maintain

. @ funcfional, safe, sanitary, and comfortable

- environment on three of three units, {Unit #1, Unit
#2 and Unit#3), :

: The facility staff failad to maintain common areas
- on all three of the facility units.

- The findings include:

: Observations during the days of the survey on

“Unit# 1 revealed tha following: The wall across

: from resident room 125 was observed to be

: caved in above the cove base (baseboard). The
carpet on the wall across from resident room #

. 122was coming off the wall, There were brown

. stains on the cefling tiles (three) around the

" nurses’ station and the cove base atthe one
enfrance to the nurses' station near resident room
#105 had a damaged corner and cove base

" missing. The unit ice machine located across the

————

[} PRDVIDER'S PLAN OF CORRECTION 1X5
PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLE
TAG CROSS-REFERENCED TO THE APPROPRIATE DAT|
DEFICIENCY)
F 441.
]

F 85

F465, 12VAC5-371.370

(1) On Unit#1 wall across from
125 was repaired, Carpet on
wall across from 122 was
repaired, ceiling tiles above
nurses station replaced, cove
base at entrance of nurses
station and 105 were replaced,
ice machine room and shawer
room were cleaned. On Unit #2
the carpet between 213 and
215 was repaired, cefling tiles
near the nourishment room
were replaced, the ice Mmachine
and shower rooms were
cleaned. On Unit #3 ceiling
tiles outside of room 327 were
replaced. Handrails throughout
the facility were repaired.

(2) All residents have the
potential to be affectad by
deficient facility maintenan ce.
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hall from resident room # 12¢ was observed to
; have gloves and what appeared to be white paper
: towels on the floor in the back right hand corner.
- The unit shower room was observed to have an
- unflushed toilet, two 2dhesive bandages on the
; floors of two showers and a piece of gauze and
tape on the floor of one shower,

. Observations during the days of the survey on

" Unit #2 revealed the folawing: The carpet on the

- wall between resident rooms ¥213 and 215 was

" coming off the wall. There were brown stains on
the ceiling tiles outsids the nourishment room and -
around the air return vent on the ceiling. The air
return ventwas dusty. The unit jce machine
located across the half from resident room # 228 -
was observed to have gloves on the flaor in the

: back left hand corner. The unit shower room was

. observed fo have one shower drain clogged with ,

~hair and near a shower bed there was a blue

| disposable razor on the fioor.

. Observations during the days of the surveyon
- Unit # 3 revealed the Tollowing brown stained
: ceiling file outside resident room #327.

: Observation during the days of the survey

' revealed that handrails on afl three units on both

- the right and left side of the halls were found to
be in poor condition. This was characterized by
chipped and peeling paint and small gouges
revealing a semi-rough surface,

On 10/6/16 at beginning at approximately 9:00
a.m. an observation of all three units was made
with OSM (ofher staff member) # 1, the director of
maintenance, OSM £ 5, the director of
housekseping, and OSM #6, the ares manager.

(X4) 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION %51
PREFIX {EACH OEFICIENCY MUST BS PRECEOED BY FULL PREFIX (EACH CORRECTIVE AGTION SH oULo B COMFLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCE0 TO THE APPROPRIATE DATE
OEFICIENCY)
F 465 Continued From page 117 F 465

(3} The facility will (a) review
its policies & procedures
ensuring maintenance and
cleanliness of the facility. (b)
In-service maintenance
department and other
Management staff on policy
(c) Staff making rounds wi|i
complete Maintenance work
orders as needed.
Maintenance will complete
items from the Maintenance
log and turn into the Executive
Director or designee to sign
and monitor weekly for three
months. Maintenance and
Housekeeping staff will monitor
facility audit of designated
areas weekly for three months

(4) The Quality
Assurance/Performance
Improvement (QAP! team will
conduct periadic audits to
identify any nancompliance,

Completion Date: 11-7-16

[ _OSM # 1 stated that staff do rounds avery RECE IVED
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F 485 . Continued From page 118
" morning and then report any issues at the

. aware that there was an jssue with the roof and
“that the stained ceiling tiles are a result, OSM #1

" roof repaired. At this time 3 request was made

was also at this time asked for any work orders
. for any of the iterns identified on this tour, When
the oondition of the ice machine floor on Unit # 2
~was obsarved OSM £ 5 removed the gloves.

room on Unit # 1, OSM # 5 flushed the unflushed

- the toilet. OSM #1 and OSM £ 5 were asked for
the facility policy on maintenance repairs and
housekeeping services. Arequest was also
made for any documentation that either OSM # 1
or OSM# 5 wanted to present,

" # 5 presented facility
¢ shower rooms and

policies for cleaning the

- of resident showers ongoing the day before,
OSM #5 offered no explanation for the gloves

. and trash near the ice machines. At this time

~another policy was requested for ¢leaning the

. floors around the ice machines. This policy was

' presented by OSM # 5 on 10/6/15 at 11:45a.m.

“During an interview on 10/5/16 at 11:25 a.m. with
LPN (licensed practical nurse)# 2, LPN # 2 was
asked how maintenance issues are
communicated to the maintenance staff, LPN#2
stated that if there are any Issues with items that

" need to be repaired one can fust grab one of the
maintenance crew when one seeg them in the
hallway. LPN # 2 furthar stated that the
maintenance department js VEry responsive 1o

morning meeting. . OSM # 1 stated that he was -

stated that the facility was working on getiing the

for any documentation of the roof issue. OSM # 1 _'

While the observation was ongoing in the shower :

During an interview on 10/815 at 10:35a.m. OSM -

stated that housekeeping staff
: was unable to gat into the shower rooms because

F 465
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F 465 Continued From page 118
- requests and to getting repairs com pleted.

- During an interview on 10/5/16 at 2:30 p.m. with
CNA (certified nurse's assistant) # 2, CNA#2
was asked how maintenance issyes are

stated that one can just page maintenance and

‘ they come and take care of the issues; GNA# 2

“further stated that one can write the issue in the
communication book - that way when

" maintenance comes to the unit if they cannot find
you they can just look in the book. CNA # 2
stated the maintenance staff is excellent.

“During an interview on 10/6/16 at 8:25 a.m. with
LPN#1, LPN #1 was asked how meintenance
issues are communicated to the maintenance

also one can call the maintenance department
- but one should always put the reguestin the log
“book too. LPN # 1 stated that maintenance is
: very goed about getting any requests completed.

: CNA (certified nurse's assistant) # 12, CNA # 12

: was asked what is done if there are adhesive

' bandages on the fioor in the shower rooms. CNA
# 12 stated that one would clean u p the adhesive
: bandages and then contact housekesping to
~come and disinfect the area,

. During an interview on 10/6/16 at 1010 a.m.

: ASM (administrative staff memberj # 1, the

-administrator, was made aware of these
observations and a request for any policies was

“made al this time. An opportunity was given to
present any documentation that was available.

- Review of the facility policy "Maintenance"

. communicated to the maintenance staff, CNA#2

“staff. LPN # 1 stated that there is a log book and -

During an interview on 10/6/16 at 12:15 P.M. with

F 465
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presented by ASM # 4, Regional director, on
10/6/16 at 1:10 p.m. documented the following:
"under "Policy” "The facllity's physical plant and
equipment will be maintained through a program
of preventive maintenance and prompt action to
identify areas/iterns in need of repair.” Undar
*"Procedure: The Director of Environmentai
Services will follow aj] policies regarding routine
- periodic maintenance, The Director of
: Environmental Services will perform daily rounds
-of the building to ensure the plant is freg of
“hazards and in proper physical condition. All
- 8mployees will report physical plant aregs or
* equipment in need of repair or service to their
- SUpervisor. All items needing maintenance

- assistance will be reporied to maintenance using

the Maintenance Repair Request form
‘ (AttachmentA). The form will be completed and

placed in g designated areg on the nursing unit or

in the maintenance office. Environmental
Services personnel wil check for completed
forms throughout the day. The Requests will be
- prioritized and completed according to need. if
: unable to complete the request in areasonable
: period of time, the originator will be nofified ag to
 the current status and further resolution,”

- Review of the facility policy "DUST MOPPING"
presented by OSM # 5 on 10/8/16 at 11:45 a.m.
documented the following: under "WASHROQOM:

" always use duyst mop before bringing water into

; room, Pick up trash & debris at door,

- HALLWAYS AND COMMON AREAS: Use larger
dust mop when working in halls, Run mop along
baseboard then mop back using a "figure 8"
motion. Pick up frash."”

" An additiona policy: "Job: Step 4, Sanitiza Sink
and Tub” under "Step # 3 Clean and Saniiize
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SUMMARY STATEMENT OF QEFICIENCIES

by:
gased on staff interview, clinical record raview
" and facility document review, it was determinad
: that facility staff falled to maintain a complete and °
- accurate clinlcal record for two of 32 rasidanis,
! Residents #17 and 6.
1. The facllty staff filed a urinalysis (1) laboratory
- result Tor two different residents in Resident #17s
. chart.

2. For Resident #6, another resident's laboratory
- {iab) results were fed on the clinical record,

' The findings include:

1. Resident £17 was admitted to the facility on

' 2/13/13 and readmitted on &/8/15 with dizgnoses
; that included but were not limited to u ng cancer,
- difficulty in walking, acute respiratory fallure and
: Alzhelmer's Disease.

Resident #17's most recent MDS {(minlmum data
| set) was a quarierly assessment with an ARD

- (assessment reference date) of 7/25/16.

. Resident #17 was coded as being severely

: cognitively impaired in the ability to make dally

- decisions scoring 99 on the BIMS {Brief Interview
" for Mental Status Exam). Resident #17 was

! coded as requiring extensive assistance from

: staff with transfers and eating; and totally

i dependent on staff with dressing, personal

. hygiene and bathing.

: Review of Resident #17's clinical record revealed
: two different urinalysis laboratory results for two

. different residents dated 8/24/16 and 8/25/16, I
. her chart,

(X4 10 1o PROVIOER'S PLAN OF CORRECTION 1)
PREF[X (EACH OEFICIENCY MUST BE PRECEQZ0 BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IQENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Garg
OEFICIENCY}
F 514 - Continued From page 122 F 514 Practice. The facility wilf

conduct an audit of 100% of
the resident medica] records to
identify any charts/clinical
records with misfiled resident
information.

{(3) The facility will review
policies and procedures
ensuring knowledge of proper
filing of resident information
with nursing staff and medica|
records department, Audits will
be conducted weekly x 3
months for 5 residents charts
tfo ensure compliance,

(4) The Quality
Assurance/Performance
Improvement (QAPI) team wilr
conduct periodic audits to
identify any noncompliance.

Completion D-ate: 11-7-18
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- On 10/6/16 at 9:10 a.m., an interview was

- conducted with RN (Registered Nurse) # 1, the

“unitmanager. RN #1 stafed that once nursing

-receives a laboratory result, the result is faxed fo

-the physician and placed in the clinical recoerd hy
nursing.

On 10/6/18 at 2:13 p.m., an interview was

- conducted with ASM (administrative stas

- member) #4, The Regional Director of Nursing

" Services. When asked who was responsible for
filinglaboratory tests, she stated that either the
nursing staff or medical records filed [abs. She
stated that the two labs in Resident #17's chart
that belonged to the two different residents
should not have been in the dinical record.

- On 10/6/16 at 2:30 p.m., ASM #2, the DON
~(Director of Nursing) was made aware of the
“above concerns. She stated that when labs come
-into the facility, it is faxed to the physician either
by the nurses or medical records and then placed
in theclinical record. :

- The facility policy titled, "Clinical/Medical

" Records,” documented in par, the following:
“Clinical Records are maintained in eccordance

“with professional practice standards to provide

. complete and accurate information on ezch

“resident for continuity of care. The clinical record
shall contain - information to identify the resident
clearly, aracord of the resident's assessments;

- the plan of care and services; the results of
pre-admission screening...In addition, the

- resident's clinical record shall be readily
accessible and systemically organized to facilitate
retrieving and compiling information.”

RECEIWED

NOV § 3 2016
VvDH/OLG
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' No further information was presented prior to exit,

- (1) Urinalysis-A urinalysis is a test of your uring,
It is often done to check for a urinary tract

- infections, kidney problems, or diabetes. This

- information was obtained from The National
Inslitutes of Health.

https://med!ineplus.gov/urinafysis.htm!.

. 2. For Resident #6, another resident's tab resuits
were fitad on the clinical record,

Resident #6 was admitted to the facility on

- B/23/16, with diagnoses including but not limited
- to: dementia, chronic obstructive pulmonary
“disease, rib fracture, dysphagia, high blood

. pressure, hypothyroidism, and psychosis.

. The most recent MDS (Minimum Data Set)was a
quarierly assessment with an ARD (Assessment

- Reference Date) of B/20/16, The resident was

: coded as being severely cognitively impairad in
ability to make daily life decisions. The resident
was coded as requiring total cars for bathing:
extensive assistance for hygiene, eating,
dressing, and transfers; and was coded as

- incontinent of bowel and bladder,

A review of the clinical record for Resident #6
revealed a lab result of g urinalysis (1) obtained
on SA9M86, which had another resident's name
on it

o PROVIOER'S PLAN OF CORRECTION X
PREFTX {EACH CORRECTIVEACTIDN SHOULD BE COMPL
TAG CROSS-REFERENCEQD TOTHE APPROPRIATE D&
OEFICIENCY)
F514
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; #6 (Licensed Practical Nurse), she stated that the :
! night ehift usually files the labs on the record, and
- it should have been filed correctiy.

0N 10/516 5512 p.m.. the Administrator (ASM

i #1 - administrative stasf member #1) was made

. aware of the findings. No furiher information was
: provided by the end of the survey. )

L

FORAM CMS-25%7102-89} Previous Versians Obsolalz
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

&1 PROVTDERJSUPPLIER!CLJA
IDENTIFICATICN NUMBER:

485382

NAME OF PROVIDER oR SUPPLIER
ASHLAND NURSING AND REHABILITATION

F 000 I Initizl Comments

An unannounced biennial State Licensure
Inspection was conducted 1 0/4/16 through

i |
]

| The census in this 10 certfieg beg facility was |
| 162 at the time of the survey. The survey sample
| consisted of 26 current resident reviews

| (Residents #1 through #22 ang #29 through #32)
 and six closed record reviews (Residents #23

. through #28),

F 001 g, Non Compliance

| The facility was out of compliance with the
following state licensure réquirements:

This RULE: is not met as evidenced by:

The facility was not jn compliance with the
| following Virginia Rules and Regulations for the
g‘ Licensure pf Nursing Fzcilities:

12VAC5-371-250 Residant Assessment and care
Rlanning - F278

12VAC5-3731-250 Policies and procedures -
F2zg

|
!
§
|
T2VAC5-371-140 Policies and procedures - seg |
citation below: g

| Based on staff intrview and facility document
' review, It was determined that the facility star ,’

failed to ensure licensure verification was

B. WING
STREET ADDRESS, CITY. 3TATE, ZIP CoDe

808 THOMPSON STREET
VA 23003

ASHLAND,
SUMMARY STATEMENT OF DEFICIENCIES ’ D
{EACH DEFICIENCY MUST BE PRECEDRD BY FliLL PREF)
REGULATORY OR LSC IDENTIFYING Je ORMATION) jJ TAG
I

(X2} MULTIPLE CONSTRUCTION
A BUILDING
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PROVIDER'S PLAN OF CORRECTION
(EACR CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TG THE APPROPRIATE
DEFICIENCY)

(X3)
ComMPLETE
DATE

Foo1
(1) Acriminalbackground
check has been obtained on

the employee whose file was
cited.

(2) The facility wilj conduct 5
100% audit of all employee

files to identify any employees -
without the required criminal
backgroung check.

(3) Facility will (a) review its
policies and procedures
ensuring that alf €Mployees
have a criminal background
check completed within thirty
days of hire. (b) The NHA and ;
the HR Director wj sign/initial - |
the crimina| background check | !
of each em Ployee within three
business days of its receipt, as |
well as a pre-hjrg checklist ‘
completed with sajq signatures ;
completed.
(4) The Quality o
Ass urance/Performance
Improvement (QAPI) team will
conduct periodic audits to
identify any noncompliance.

Completion Date- 11-7-16 i
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493352 B. WING 10/ 5/201s
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, CITY, STATE, 27p cop=z
o ‘ ; 808 THOMPSON STRzET
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- £ EFICIE? PROVIOER'S PLAN OF CORRZCTION | o
LOL (EACSHUFJAEMSQE Sl?T:ﬁfi‘?g S; R?E 5‘5%'53%%1 I PR]C.E')F.X (EACH CORRECTIVE ACTIS_I'_*I :}i-ipcg{'.(!) L;JPE;:LE CDMPjL_ETE
P?thx REGULATORY OR LSC DENTIFYING INF ORMATION) A | CRDSS-REF=RESJEC§EC}]£SJ“= AT | Oare
!
FO00| Initial Comments F 000 }
!
An unannounced biennial State ;-éﬁnslur PB F0o1
Inspection was conductsd 10{4‘_’ foqgh (1) The license verification
10/6/16. Corractions ara required for compliance ,
| with the Virginia Rules ang Regulations for the Was obtained for staff member
I wit " d ; :
| Licensure of Nursing Facilities. The Life Safely #2 (physical Ther apist) and a !
| Code survey/report will follow, reference check was
] Completed for staff member .
#21 and #22 (ONp), D
The census in this 1ap certified bed facility was 1! (2) The facility wij conduct g
| 162 at the time of the Survey. The survey Sample | 100% audit of gjj employee -
Consisted of 26 current resident #rewe;vs oh 432 I files to iden tify any employess | l
| (Residents #1 through 9:272 and};—- ggée;‘iljizs : without a license verification L
and six Closed record reviews (Re S and reference of, eck and : J
| through #28), correct as negdeg, Ll
P F 001 (3} Facitity wif] review its ,
F001¢{ Non Compliance policies ang procedures b
i 3 . : ap ensuring that aj employees
| Ths facility u,:asrouf DL’J ceorr::pllﬁ;rr:ne:\:;sn the have a license verificatior, and i
| Toliowing stale ficensure requirements: | reference check and 1009, o
This RULE: is not met zs evidenced by: audit of employee files for .
| Tha facility was not in compliance with the license verification and i
| followina Virginia Rules and Regulations for the refe_rence Checks. NHA wij '
Licensure of Nursing Facilitiss: audit all new hjres Monthly X 3

Months.
- 12VAC5-371-250 Resident Asszssmantand care (4} The Quality
| planning -F278 Assura hce/Performance

i~ Improvement (QAPI) team will
conduct periodic audits to !
identify any honcompliance. ‘

| 12VAC5-3731-250 Policies and procsdures -
{ F225

i
i
i
]
j
]
|
j
!
|
|

12VAC5-371-140 Policies and procedurss - sze
| Clitation below:

Completion Date: 11.7-15

" RECEIVED
; Based on staff intsrview and facility dp_cumen-t | 1
-; rBec\‘f?:w,c;? was determined that the facility staff | l NOV 83 20
L failed to ensure a licensure verification was I W‘nH[@LC '
TITLE
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{%5) DATE
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A BUILDING
455362 B. WING 10/06/2018
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION P
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TG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TG THE APPROPRIATE ONPLETE
DEFICIENGY) '
F001| Continued From Page 1 F 001

obtained in accordance with the laws of the State
of Virginia, for one of 25 employee records

reviewed and a reference check completed for two
of the 25 employee rscords reviewed.

The findings included:

Review of the state regulation 12VAC5-371-140

documents "E. Personnel policies and procedures

shall include, but are not limited to: 3. An accurata

and complete personnal record for each employes

including: a. Verification of current professional

license, registration, or certificate or completion of
@ required approved training course;”

On 10/6H86 a review of 25 employee records of
new hires for the last two years was conducted.
This review revealed the following:

1) OSM (other staff member) #2, physical
therapist, was hired on 2/29/1 6, the facility staff
failed to obtain a license verification at the time of
hire at this facility. Documentation was not
included in their employee files that indicated th at
a license check had been requested from any
person.

2) CNA (certified nursing assistant) #21 was hirad
on 10/12/18, the facility staff failed to obtain

reference checks at the time of hirg at this facility.
Documentation was not included in their employsg
files that indicated that a personal reference check
had been requested from any person.

3) CNA#22 was hired on 4/18/16, the facility staff
failed fo obtein reference checks at the time of
hire at this facility. Documentation was not
included in their employee files that indicated that
a personal reference check had been requested

RECEWED;

NOV ¢ 3 201
VDH/OLE

_
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495362 B. WING 10/08/2018
NAME OF PROVIDER OR SUFPLIER I —

STREET ADDRESS, CITY, STATE, zIP coos

906 THOMPSON STREET
ASHLAND, VA 23005

from any person.

On 10/8/16 at approximately 1:15 p.m., AShM
(administrative staif member) #1, the
Administrator and OSM #18 (the human
resources director) were aware of the missing
documentation in the above referenced employee
records. ASM #1 and OSM #18 were asked what
should be in each employee record prior to or at
the time of hire. OSM #18 stated . ‘Reference
checks, license verification, a state background
check and a drug screen.” OSM #18 was asked
the purpose of obtaining these documents. OSM
#18 stated, "To protect the residents. It is part of
the abuse policy, it is prevention.” OSM #18
further stated that he could not speak to why thesa
documents were notin the employee records as
required, he had notbeen working at the faciiity
for very long but was working on improving the
process for employee verifications.

A review of the facility policy "Resident Abuse"
revealed, in part, the following documentation:

: “Screening: Persons applying for employment
* with a The (sic) Company facility will be screenad
| for a history of abuse, negleci, or mistreating

residents to include: References from previous or

; current employers (with applicant permission).
- Criminal Background check. Abuse check witn

appropriate licensing board and registries, prior to
hire. Swom Disclosure Statement prior to hire.

i Verity license or registration prior fo hire." -

No further information was provided prior to the
end of the survey process.

12 VAC 5- 371-160E cross references to
Federal Deficiency 180

X4 ID SUMMARY STATEMENT OF OEF ICIENCIES fa} PROVIOER'S PLAN OF CORRECTION T
PREFIX {EACH OEFICIENCY MUST BE PRECEOEQ Y FULL PREFIX {EACH CORRECTIVE ACTION SHgEL% BE co;\,%i}
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE ARPROPRIATE 0A STE
OEFICIENCY) TE
- r_-_-—_—'_'
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(323 MULTIPLE CONSTRUCTION
A BUILDING
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495382 B. WING
STREET ADDRESS, CiTy, STATE, ZIP COpE
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10/0812015
NAME OF PROVIDER OF: SUPFL 2R

ASHLAND NURSING AND REHABILITATION

(X4} Ip } SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREF(X | (EACH DEFICIENCY MUST BE PRECEDED &y Fyy; PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPL
TAG REGULATORY OR LS IDENTIFYING INFORMATIDN) :

|
TAG CROSS-REFERENCED TO THe APPROPRIATE | DAT:
{ DEFICIENCY) !
F 001 Continued From Pags 3 F oo !

12VAC 5 - 371.- 180 A+ C cross references to
Federal Deficiency 441

| 12VAC5-371-140, Policies and procedyras . |
.Cross reference to F371, and F514

12VAC5-371-360. Ciinical records - Cross ,
reference to F514 !

12VAC5-371-220 A D Nursing Services- cross
reference F24s

12VAC5-361-220. Nursing Senvices Cross
referances to F309.

! 12VAC5-371-200, Director of Nursing cross
| references to F2g2.

12 VAC 5-371-110 (A) Management ang
! Administration -- Cross Reference to F 167

| 12 VAC 371-370 (A) Maintenance and |
| Housekeeping ~ Cross Reference to F 2538,

—————— e [
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO; 0935-0391
STATEMENT OF OEFICIENCIES (X1} PROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: A,.BUILOING Ot - MAIN BUILOING Ot COMPLETEQ
495362 B, WING 10120/2018
NAME OF PROVIOER OR SUPFLIER STREET AOORE 88, CITY, STATE, ZIP COOE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23005
{X4) 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S FLAN OF CORRECTION (X5}
PREFIX {EACH OEFICIENCY MUST BE PRECEOEQ BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCEQ TO THE APPROPRIATE oATE
OEFICIENCY} -
K 000; INITIAL COMMENTS K 000
K000
Description of structure: One Story with a Ashland Nursing and
construction type of type I{000) Rehabilitation ( ‘Facility"} is
Sprinkler status: Fully sprinklered in accordance filing this pfan of correction for
with NFPA-13 purposes of regulatory
compli , itity §
An unannounced Recertification Life Safety Code b nﬂi@gcethf;m? F ac;nty s
survey was conducted 10/20/18 in accordance fi g pian o )
with 42 Code of Federal Regulation, Part 483: correction to comply with the
Requirements for Long Term Care Facilties. The applicable law. The
facility was surveyed for compliance using the Sme’S§’O” of the plan of
LSC 2000 Existing regulations. The facifity was correction does not represent
not in compliance with the Requirements for an admission or statement of
Parficipation Medicare and Medicaid. agreement with respect to the
alleged deficiencies.
The findings that follow demonstrate
non-compliance with Title 42 Code of
Regulations,
483.70(a) et seq (Life Safety from Fire.)
K025] NFPA 101 LIFE SAFETY CODE STANDARD K 025
SS=E
Smoke barriers shall be constructed to provide at KO25
teast a one half hour fire resistance rating and
constructed in accordance with 8.3, Smoke Step 1.
barriers shall be permitted to terminate at an -All penetrations, joint, and
atrium wall, V\ﬁndows sha'lt be protected by openings have been scaled
fire-rated glazing or by wirad glass panels and : .
steel frames. thus preventing the passage of
8.3, 19.3.7.3, 18.3.7.5 smoke from one side of the
This Standard is not met as evidenced by: sinoke barrier to the other,
Based upon observations the fire rated smoke
barrier walls have penetrations, joints and
openings that are not fire stopped and could aliow
smoke to pass from one side of the smoke
barrier to the other side.

L%WIRE(}TOR‘S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE, TITLE | OATE

s Todnnistiodor ula s

Any defliciency slalement endjng with an asterisk () denotes a deficiency which the Institution may be excused from correcting providing it Is detarmined that
other safeguards provide sufficienl protection lo the patients . {See inslructjons.) Except for nursing homes, the findings stated above are disclosable 90 days
tollowing the date of survey whether or not a plan of correction js provided, For nursing homes, Ihe above lindings and plans of correction are disclosable 14
days following the dale these documents are made avajlable lo the facility. If deficlencies are cited, an approved plan of correclion s requisite to continued
program participatjon,

FORM CMS-2567(02-99) Pravious Verslons Obsolete UgBt2t If conlirualion shael Page t of 4






Step 2.
-All residents within the

facility have the potential to
be affected by
deficient/inadequate facility
maintenance practices.

Step 3.
-The relative regulation will

be reviewed by the
Administrator, Maintenance
Department employees, and
Environmental Services
Department employees.

-The facility’s Policies and
Procedures related to proper
maintenance of smoke
barriers will be reviewed.

-Policies/Procedures will be
generated/revised if required.

-Appropriate staff
(Administrator, Maintenance
Dept, Environmental Services
Dept.) will be educated
regarding said
Regulations/Policies/Procedur
es/Revisions and the
importance of compliance.

Step 4.
-Compliance will be

monitored via the Quality
Assurance Performance
Improvement (QAPI) process.

-Audits to identify ineffective
smoke barriers will be
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X410 SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (5]
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG OR LSC IOENTIFYING INFORMATION} TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
OEFICIENCY)
K025} Continued From page 1 K 025
Findings include: conducted monthly X 3
months to veri i
Between 3:00 PM and 7:20 PM on 10/2D/16 it is verify compliance.
observed that there are penetrations above the ,
ceilings in the fire rated smoke barrier walls that -Results will be reported at
have not been fire stopped with a listed design the monthly QAPI Meetin
and productin Wing 2 Back Hall above the cross appropri Q gas
. priate.
corridor doors near room 220, and by Wing 3
Front Hall above the cross corridor doors near
room 314, Step S,
K 048] NFPA 101 LIFE SAFETY CODE STANDARD kosg| -Date of completion: 11-8-16
S$S=E
There is a writtien plan for the protection of all
patients and for their evacuation in the event of
an emergency. 18.7.1.1 K048
This Standard is not met as evidenced by:
K48 '
Based upon observations and reviews of &_P_I_
documentation that the emergency evacuation -An updated emergency
plan does not contain all of the required evacuation plan has been
information in the plan.. . .
developed including complete
Findings include: documentation and diagrams
which address all aspects
nece
Between 3:00 PM and 7:20 PM  on 10/20/16 lc ssary for an adequate
during review of the emergency evacuation plan plail.
the facility did not have the complete
documentation for the fire evacuation plan. The Step 2,
plan was out of datg, it did not contain a diagram -All residents within the
that shows the location of the smoke facili .
compartments, the location of the fire acility have the potential to
extinguishers, pull stations, locations for defend in be affected by
place and alternate routes of evacuation. The deﬁCient/inadequate
written plan does not contain the staff .
assignments and duties of staff, and contact evacuation plan.
information.
K 080| NFPA 101 LIFE SAFETY CODE STANDARD K 060
88=F
Initiation of the required fire alarm systems shall
FORM CMS-2567(02-59) Previous Versions Obsolete uae121 I conlinualion sheel Page 2 of 4







(

Step 3.

-The relative regulation will
be reviewed by the
Administrator, Maintenance
Department employees.

-The facility’s Policies and
Procedures related to
evacuation will be reviewed.

-Policies/Procedures will be
generated/revised if required.

-Appropriate staff will be
educated regarding said
Regulations/Policies/Procedur
es/Revisions, their specific
role(s) in the evacuation
process, and the importance
of compliance.

Step 4.
-Compliance will be

montitored via the Quality
Assurance Performance

Improvement (QAPI) process.

-Audits to identify evacuation
plan deficiencies will be
conducted monthly X 3
months to vertfy compliance.

-Results will be reported at
the monthly QAPI Meeting as

appropriate.

Step 5.

-Date of completion: 11-8-16

K060

Step 1.

-The sprinkler system has
been repaired by Simplex
Grinell such that when the
system experiences a water
flow condition, a signal to
alarm the building fire alarm
system and not as a
supervisory alarm.
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K060| Continued From page 2 K 060
be by manual fire alamm Initiation, automatic Step 2.
?gtgc:{lgn}gr ;:tl;gglghsz system operation. -All residents within the
This Standard s not met as evidenced by: facility have the potential to
K60 be affected by a
Based upon review of documentation and deﬁcient/inadequate fire
observations that when a water flow of the
control s
sprirkler system that the sprinkler system does ysten.
not send a signal to alarm the building fire alam
system, Step 3.
o _ -The relative regulation will
Findings Include: be reviewed by the
Between 3:00 PM and 7:20 PM  on 10/20116 Administrator and all
during review of documentation of the sprinkler members of the
inspection report, the report noted that the flow Administrative team.
switch for the sprinkler system when in a flow
condiition that It reported to the fire alarm system s ..
as a supervisory alarm and not as a building fire - -The facility’s Policies and
alam. Procedures related to fire
K072| NFPA 101 LIFE SAFETY CODE STANDARD korz|  safety will be reviewed

§S8=E

Means of egress shall be continuously

maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency. No fumishings, decorations,
or other objects shall obstruct exits, access
thereto, egress there from, or visibility thereof
shall be in accordance with 7.1.10, 18.2.1, 19.2.1
This Standard is not metas evidenced by:
Based upon observations there are doors that are
equipped with magnetic locks and all of the
required elements are not installed on the door
and.

Findings include:
Beiween 3:00 PM and 7:20 PM  on 10/20/16 it

is observed that the egress door from the
southern end of the service corridor is equipped

relative to the applicable
regulation,

-Staff will be educated
regarding said
Regulations/Policies/Procedur
es/Revisions and the

" importance of compliance

relative to resident safety.
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Step 4.
-Compliance will be

monitored via the Quality
Assurance Performance
Improvement (QAPI) process.

-Periodic audits to identify
inoperative sprinkler water
flow switches will be
conducted Monthly X 3
months to verify appropriate
function.

-Results will be reported at
the monthly QAPI Meeting as
appropriate.

Step 5.
-Date of completion: 11-8-16

K072

Step 1.

-The egress door from the
southern end of the corridor
has been posted with
directions for
operating/unlocking it. The
egress door from the
Maintenance Office has been
tepaired. It no longer hits the
frame and does not require
excessive force to open.

Step 2.
-All residents/staff within the

facility have the potential to
be affected by a
deficient/inadequate system
of egress.

Step 3.
-The relative regulation will

be reviewed by the
Administrator and all
members of the
Administrative team.






-The facility’s Policies and
Procedures related to fire
safety and adequate egress
will be reviewed relative to
the applicable regulation.

-Policies/Procedures will be
generated/revised if required.

-Staff will be educated
regarding said
Regulations/Policies/Procedur
es/Revisions and the
importance of compliance
relative to resident/staff
safety.

Step 4.
-Compliance will be

monitored via the Quality
Assurance Performance
Improvement (QAPI) process.

-Periodic audits to identify
violations of egress policy
will be conducted monthly X

3 months to verify appropriate
function.

-Results will be reported at
the monthly QAPI Meeting as
appropriate,

Step 5.
-Date of completion: 11-8-16
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with a time delay magnetic lock and the sign for
the directions on how to operate and unlock the
door was not located on the door.

Between 3:00 PM and 7:20 PM  on 10/20/16 it
is observed that the door to the maintenance

office is hitting the frame and requires excessive -Periodic audits to confirm
force to open the door in the direction of egress. the presence of updated
K 130 NFPA 101 MISCELLANEQUS K 130 MSDS Manuals in the
§5=C iat ions wi
,éTHER LSC DEFICIENCY NOT ON 2788 appl;lopl,;l de loc?;l }S(V;IH be
This Standard is not met as evidenced by: conducte mm_l Y )
K130 months to verify compliance.

Based upon observations that the MSDS books
were not up to date.

Findings include: : -Results will be reported at
the monthly QAPI Meeting as
Between 3:00 PM and 7:20 PM  on 10/20/16 it Is appropriate.

observed that the MSDS books for hazardous
material are not up to date in the nurse ' s station

in wing 1, and service hall area, Referenced by S—tLS .
Virginia Fire Prevention Code Section 5003.4 -Date of completion: 11-8-16
K 147| NFPA 101 LIFE SAFETY CODE STANDARD K 147

88=D
Electrical wiring and equipment shall be in
accordance with National Electrical Code. 8-1.2
. (NFPA 89) 18.9.1, 19.9.1 K147
\/ This Standard is not met as evidenced by:
Based upon observations the electrical systems
and equipment is not being maintained. Step 1.

-The breaker in question has

Findings include: been labeled appropriately,

Between 3:00 PM and 7:20 PM on 10/20/16 it is Other breakers have been
observed that the breakers in the electrical panel inspected to ensure proper
by the nurse ' s station in Wing 1 is not labeled as labeling.

to what circuit and [ocation that the breaker feeds,
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Step 2.

- All residents/staff within the
facility have the potential to
be affected by the absence or
improper labeling of electrical
circuits,

Step 3.

-The relative regulation/code
will be reviewed by the
Administrator and the
Maintenance Dept,

-The facility’s Policies and
Procedures related to the
maintenance and management
of electrical system
maintenance will be reviewed
relative to the applicable
regulation/code,

-Policies/Procedures will be
generated/revised if required,

-Apprepriate staff (the
Maintenance Dept.) will be

educated regarding said
Regulations/Codes/Policies/Pr
ocedures/Revisions and the
importance of compliance.

Step 4.
-Compliance will be

monitored via the Quality
Assurance Performance
Improvement (QAPI) process.

-Periodic audits to confirm
proper labeling of electrical
panel circuit breakers will be
conducted monthly X 3
months to verify
appropriateness.

-Results will be reported at
the monthly QAPI Meeting as
appropriate,

Step 5.
-Date of completion: 11-8-16






